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PRESIDENT’S ADDRESS* 


By FRANK M. CASTO, Ph.G., M.D., D.D.S., Cleveland, Ohio 


CCORDING to custom, it is the 
duty of the President to address the 
First General Meeting at the An- 

nual Session of the American Dental As- 
sociation. The purpose of this address 
is to present a brief but comprehensive 
summary of the major activities carried 
on by the Association during the year, 
together with a discussion of such events 
and conditions as may have a bearing on 
the advancement of dentistry, the secur- 
ity of the profession and the welfare of 
the public. 

A fundamental law of nature is to the 
effect that a static state cannot long en- 
dure—that if there is no progress, retro- 
gression is inevitable. By reason of this 
fact, it is essential that an organization 
such as ours shall continue to move stead- 
ily forward, on both the administrative 
and the professional front. It is only by 
insuring and preserving a continuity be- 

*Read at the First General Meeting of the 
Seventy-Seventh Annual Session of the Amer- 


ican Dental Association, New Orleans, La., 
Nov. 5, 1935. 
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tween administrations, a coordination of 
activities and a correlation of the work 
of the local, state and national officers and 
committees and receiving the support and 
cooperation of all the members that the 
objectives of the Association will be at- 
tained. Continuity, correlation and co- 
operation are prime conditions precedent 
to progress. 

Thus it follows that the outstanding 
accomplishment this year has been the 
consolidation of our Association into a 
better integrated, closer coordinated and 
more aggressive organization. This has 
been effected by cooperation between the 
Officers, Trustees and Committees and 
the administration of the Central Office, 
and a like spirit of cooperation between 
the parent body and its constituent so- 
cieties evidenced by their renewed interest 
and activity in developing, promoting and 
executing an enlarged program. 

It was my privilege this year to visit 
many states and to make contact with a 
large number of members, and I was 
deeply impressed by the broader view and 
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concept which they displayed and their 
greater appreciation of organized effort. 
The officers and committees are perform- 
ing their duties efficiently and the year’s 
program is being carried out effectively. 
They, together with the other members, 
are sincere in their efforts to do that 
which is best for the advancement of the 
profession. This augurs well for the fu- 
ture of dentistry. 


ORGANIZATION 


Organization is one of the most es- 
sential factors in the life and develop- 
ment of any institution, whether it be 
industrial, commercial, governmental, 
educational or professional. Success or 
failure of these institutions will be direct- 
ly proportional to the degree of organiza- 
tion that they attain. 

For more than 100 years, in fact since 
the first dental society in the world was 
founded in New York, in 1834, organ- 
ized dentistry has been the motivating 
force in the scientific advancement of den- 
tistry. Without organization, there would 
have been no laws for the public control 
of dental practice, no reliable publications 
for the dissemination of dental informa- 
tion, no high standard of dental educa- 
tion, no rules of ethics and no approved 
methods of practice. 

The achievements of today in litera- 
ture, in education, in research, in practice 
and in public health service could not 
have been attained without a definite and 
sincere organized effort. Every advance- 
ment for the protection of the public and 
the dentist has been accomplished by rea- 
son of organized dentistry. Every dentist 
owes his present position in society and 
in the profession to organization. With- 
out it, the country would have been over- 
ridden with cultists, artisans, quacks and 
imposters. 

It is obvious that the results accom- 
plished by individual effort are of little 


moment when compared with the results 
attainable if there is unity of purpose and 
action. No individual or group of in- 
dividuals, no matter how strong they may 
be locally, can cope with the state and 
national problems now confronting the 
profession, and it is on the solution of 
these problems that the future status and 
security of the dental profession depend. 
Therefore, it not only behooves every 
dentist, but is also the duty of every eth- 
ical member of the profession, to join and 
support his local, state and national or- 
ganizations. Organization is the surest 
means whereby the progress of dentistry 
can be assured and the welfare of the 
profession and the public be promoted 
and preserved. 


ACTIVITIES OF THE AMERICAN DENTAL 
ASSOCIATION 


The activities of the American Dental 
Association cover the most important 
phases of dentistry. They extend into 
almost every field of practice and touch 
many of the problems in which the in- 
dividual dentist and the profession as a 
whole are interested. It is difficult for 
any one not in close contact with the 
affairs of the Association to realize the 
huge amount of work that is being done 
and the tremendous energy necessary to 
carry out the prescribed program. Only 
a few of these activities can be men- 
tioned. 

The Research Commission has allo- 
cated funds to assist in four different re- 
search projects. At the University of 
Louisville, Theodore B. Beust is investi- 
gating the fundamental problems relating 
to dental caries and the bacteriology of 
the mouth. 

At Johns Hopkins University and the 
Harriet Lane Home, Baltimore, a re- 
search study on rickets is being made. 
A detailed report of this study will be 
presented before the Section on Research 
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at this meeting by George M. Anderson 
and D. H. Sholling. An interesting dis- 
play may also be found in the Scientific 
Exhibit. 

At the New York Institute of Clinical 
Oral Pathology, Theodor Blum is en- 
gaged in a histologic study of dental 
pulps in various stages of peridental dis- 
ease and a bacteriologic study of dental 
pulps to determine their importance as 
foci of infection. An exhibit of this work 
may also be found in the Scientific Ex- 
hibits. 

At the National Bureau of Standards, 
Washington, D. C., an investigation is 
being carried on under a research fellow- 
ship, in relation to technics and materials 
used in the practice of dentistry and the 
development of satisfactory standards for 
these materials. Standard specifications 
have now been adopted by the American 
Dental Association for the following: 
amalgam, inlay casting investment, im- 
pression compound, inlay casting wax, in- 
lay casting gold, dental mercury, wrought 
gold wire and dental cementing medium. 
The practical application of these inves- 
tigations is a standardization of the ma- 
terials and a stabilization of their cost. 
This is a distinct help to the dentist, for 
no longer need he feel concern as to 
whether the material that he uses meets 
approved specifications. An exhibit of 
this research may be found under the 
Research Commission Exhibit. 

In recent years, in excess of $400,000 
has been contributed to scientific research 
by the American Dental Association. 

The Council on Dental Therapeutics, 
through its investigation of proprietary 
dental remedies, is protecting the public 
and the dentist by furnishing factual in- 
formation regarding the claims and con- 
tent of therapeutic agents. 

The Bureau of Public Relations, with 
the help of the Committee on Dental 
Health Education, is developing a most 
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comprehensive program for lay education. 
The contemplated program covers the 
important and familiar means of dissem- 
inating information, such as illustrated 
lectures, movies, posters, pamphlets, dis- 
plays, newspaper releases and magazine 
articles. Of special significance in this 
respect is the detailed plan for use in 
public schools and the development of 
radio material for local and national 
broadcasting. 

The Committee on Dental Health 
Survey, in conjunction with the United 
States Public Health Service, has com- 
pleted its field work and the tabulation 
of more than 1,600,000 charts based upon 
examination of public school children in 
several different states. It is expected 
that the final report of the Committee 
will be available in published form with- 
in a short time. This survey cost the gov- 
ernment about $75,000 and the Rocke- 
feller Foundation also gave $20,000 to- 
ward the cost of this work. In addition 
to these amounts, General Cumming, in 
his report to the Board of Trustees of 
the American Dental Association, esti- 
mated that the dental profession contri- 
buted about $2,000,000 in time and serv- 
ice. General Cumming stated that, in his 
opinion, this constructive and far-reach- 
ing piece of work would prove of great 
value to the profession. 


COMMITTEE ON LEGISLATION 


The Committee on Legislation has 
functioned most efficiently. It has kept 
in close touch with all federal proposals 
and governmental regulations pertaining 
to dentistry and has furnished informa- 
tion and assistance to many state societies 
that were contemplating new state dental 
laws or amendments to their existing den- 
tal legislation. In addition to aiding in 
bill drafting, the Committee on Legisla- 
tion keeps a careful check on all statutes, 
state and Federal, and thus guards the 
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profession against discriminating and un- 
just laws. 

Within the last two years, twenty-five 
states have taken active steps to strength- 
en their dental laws by enacting provi- 
sions designed to prevent the unscrupu- 
lous and advertising dentists from preying 
on the gullibility of the public. This end 
is accomplished by giving the members of 
the various boards of dental examiners 
greater police power and more authority 
in regard to revoking licenses. 

In this connection, two very important 
court decisions were made during the 
year. One was the decision of the Su- 
preme Court of the State of Illinois up- 
holding that portion of the dental law 
that prohibits corporations from engag- 
ing in the practice of dentistry. The other 
decision was that rendered by the United 
States Supreme Court in the case of Sem- 
ler vs. Oregon State Board of Dental 
Examiners. 

The United States Supreme Court 
made five pertinent declarations in the 
Oregon Case: 1. Dentistry is a profession 
and not a trade. 2. Professional stand- 
ards must be protected from demoraliza- 
tion. 3. Dentistry is not a profession in 
which unseemly rivalry may be tolerated. 
4. Ethics is an expression of experts as 
to the necessity for certain standards. 5. 
State legislatures have the right to en- 
force these standards on those who will 
not voluntarily observe them. 

Both of these decisions by the courts of 
last resort in their respective spheres of 
jurisdiction set invaluable precedents and 
mark a great stride forward. 


LIFE INSURANCE 


One of the first important acts of the 
President was to sign a contract applica- 
tion with the Great-West Life Assurance 
Company of Winnipeg, Canada, for 
group life insurance for members of the 
Association. The Texas Prudential Life 


Insurance Company, which formerly 
handled the insurance business of the As- 
sociation, transferred its contract to the 
Canadian company, July 1, 1934. 

The Great-West Life Assurance Com- 
pany was selected after a careful and 
thorough investigation and analysis of 
more than thirty other insurance com- 
panies and was found to be the largest 
and the best old line company able to 
handle our type of group insurance. The 
provisions in the contract were given 
thorough study and consideration by the 
Board of Trustees and were agreed on 
only after consultation with a leading law 
firm in St. Paul. 

The Board of Trustees authorized the 
President and General Secretary to con- 
summate the deal, and the application for 
the contract was signed Friday, Aug. 10, 
1934, at St. Paul. The company approved 
the application and issued the policy. It 
has paid all claims promptly, has carried 
out its part of the contract and has given 
full cooperation. 


THE JOURNAL 


Tue JournaL, the mouthpiece of or- 
ganized dentistry, has continued to hold 
its position as the most important and 
influential dental publication in the 
world. By a careful selection of the ma- 
terial published, by the publication of 
timely editorials and by the establishment 
of new departments in THE JOURNAL, 
the editorial staff has made a determined 
effort to keep the members informed on 
the modern trends of dentistry. 

More than 2,000 pages of reading mat- 
ter are published each year, dealing with 
the scientific, educational and economic 
phases of dentistry. It is true that these 
subjects are not covered in every detail, 
and some criticism has been aimed at the 
editorial policy on this account. In my 
opinion, the Editor, C. N. Johnson, is to 
be commended for his judgment in the 


i 
| 


Casto—President’s Address 


selection and publication of material out 
of the vast quantity at hand. 

It is obvious that all of the material 
relating to the various phases of dentistry 
cannot be published in one journal. This 
material accumulates quickly because of 
the rapid evolution of scientific methods 
and economic changes. 

The editorial policies are being modi- 
fied to meet changing conditions and THE 
JourNaL is moving forward in the line 
of progress. 


NEWS RELEASE BUREAU 


The News Release Bureau established 
in the Central Office this year for the 
purpose of furnishing state bulletins, 
journals and other publications with cur- 
rent news items has been a worthwhile 
project. A large number of news items 
relating to varied phases of dental prac- 
tice have been released and have served 
to keep the members of the profession in- 
formed as to present economic trends. 


COMMITTEE ON ECONOMICS 


The creation of a standing committee 
on economics by the House of Delegates 
at the St. Paul Meeting was a timely and 
constructive action. The Committee and 
its contact men are scattered over the en- 
tire United States. This plan enables it 
to keep in close contact with the various 
economic problems throughout the coun- 
try which affect the profession. The 
Committee, a fact-finding and fact-digest- 
ing body, has accumulated many valuable 
data during the year. These data have 
been carefully analyzed and the result has 
been presented to the Board of Trustees 
and distributed through various channels 
to the members of the Association. The 
Committee has also devoted much time 
and effort to the study of compulsory 
health insurance and has made a com- 
prehensive report on this subject to the 
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House of Delegates. This report contains 
information of value to every member of 
the profession and so is well worth study- 
ing. 

I regret that time will not permit a 
discussion of other activities, all of which 
are important and are coordinated in the 
general scheme of operation. 


SOCIAL INSURANCE 


The question of the hour in medicine 
and dentistry is, “What shall be the at- 
titude of the professions toward socialized 
health service?” 

The idea of social insurance is not new, 
nor is it indigenous to this country. Ger- 
many had an elaborate insurance system 
more than fifty years ago. Since that time, 
the idea has spread rapidly, especially 
since the World War, until now about 
forty-two countries throughout the world 
have social insurance in some form. 

Social insurance is always a result of 
insufficient wages. The whole social in- 
surance program is, at bottom, a problem 
of low wages. Adequate wages would im- 
mediately shift the responsibility of meet- 
ing such emergencies from society to the 
individual. Economie conditions deter- 
mine the amount of employment and the 
level of wages, which, in turn, raise the 
issue of social insurance. 

Most social insurance is designed to 
alleviate the hardships incident to illness. 
The burden of illness takes two forms: 
loss of earnings and cost of medical care. 
Persons in the poorly paid classes cannot 
meet these burdens because their low in- 
comes do not permit them to maintain 
a healthy standard of living and, at the 
same time, save for the emergency of 
sickness. Social insurance is founded on 
the theory that if the burden is distributed 
among many workers and a portion is 
carried by the employers and the govern- 
ment, the individual is relieved and, at 
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the same time, the group is not greatly 
inconvenienced. 

Comparatively little thought or consid- 
eration was given to health insurance in 
this country until after the beginning of 
the present depression. The uncertain 
economic conditions, the feeling of un- 
rest and insecurity, brought about by the 
lowering of wages and the rapid rise in 
unemployment, served to crystallize the 
movement for social insurance, and the 
various proponents of a social program 
were quick to seize the opportunity to 
further their respective plans. 

Social experts were employed by the 
federal and state governments and by 
richly endowed private institutions to 
make surveys of health conditions in the 
country, with instructions to recommend 
a method that would give a broader dis- 
tribution of health service. These recom- 
mendations took the form of a compulsory 
health insurance program. 

The arguments advanced in favor of 
compulsory health insurance are based 
primarily, and perhaps necessarily, upon 
the experience of European countries. 
The profession has realized that no 
scheme can be defended by merely saying 
that the British, Germans or other for- 
eign countries have it. The economic con- 
ditions with which we have to deal are, in 
large measure, peculiar to our own coun- 
try, its history, habits, circumstances and 
traditions, and we know that it would be 
unwise to imitate devices adopted by other 
countries without reference to our own 
national characteristics. 

The announced aim of the federal gov- 
ernment in sponsoring a health insurance 
bill is to draft a measure in which certain 
general principles and minimum require- 
ments are set forth. The federal law is 
so designed as to offer certain monetary 
and other inducements to the states that 
enact legislation in keeping with the pro- 
vision of the federal bill. Since federal 
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aid is contingent on the law of the state 
meeting the minimum stipulations out- 
lined by the federal statute, it will be to 
the advantage of the state to pass local 
health laws in harmony with the federal 
legislation. 

There is a wide difference between a 
health insurance plan administered and 
supervised by the profession, the payment 
for which is voluntarily made by the re- 
cipients of the health service; a compul- 
sory health insurance scheme adminis- 
tered and supervised by the government 
for which the recipients of service are , 
compelled to pay certain definite sums out 
of their wages into an insurance fund, 
and a plan of state medicine or dentistry 
under full control of the government, all 
expenses of which are paid by some form 
of taxation. 

The major features of any voluntary 
or compulsory health insurance scheme 
are essentially the same. The principal 
variance is in the proportion of the funds 
contributed by employer, employe and the 
government ; the amount and distribution 
of the contributions, and the scope of 
service rendered. 

The chief points of contention in any 
compulsory health insurance scheme are: 
(1) the amount of control and supervi- 
sion to be delegated to the profession ; (2) 
the method of furnishing health care to 
the insured; (3) the method of paying 
the professional man who renders the 
service, and (4) the kind and amount of 
service to which the insured person is 
entitled. 

There are three generally accepted 
methods of payment: (1) a schedule of 
fees for each operation performed; (2) a 
capitation plan (the payment of a fixed 
amount per year for each insured person), 
and (3) a straight salary. 

Each of these methods of payment is 
subject to a similar hazard: fluctuation 
in the funds available. It is obvious that 
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whatever the method of payment, the 
practitioner would be affected by a de- 
crease of funds. No plan of payment can 
obviate this contingency. In case there is 
a decrease in the amount available from 
the insurance fund after the scope of bene- 
fits to the insured has been fixed, all the 
force of public opinion would be against 
any move to reduce the benefits or dis- 
continue a service already established, no 
matter how low the fees become. The 
result, therefore, could only be a lowering 
in the type and quality of service. 

The proponents of compulsory health 
insurance, who have made exaggerated 
claims for their plan, contend that it is 
the only means by which the problem of 
adequate medical care can be solved. 
Much of the propaganda is misleading 
and of an emotional nature, tending to 
confuse the profession as well as the peo- 
ple. Because the word picture was made 
graphic and alluring, it seemed that the 
millennium had at last arrived. High- 
sounding phrases and coercive persuasive 
argument almost convinced the profes- 
sional man that he was shirking his re- 
sponsibility to society. Fortunately, be- 
fore the profession became regimented, 
the real truth in regard to. compulsory 
health insurance in other countries be- 
came known. In no country where there 
is compulsory health insurance does it ac- 
complish the result intended. 

It is little wonder, therefore, that the 
American Dental Association, through its 
Board of Trustees, and the American 
Medical Association, through its House 
of Delegates, have gone on record as be- 
ing opposed to any form of compulsory 
health insurance. 

The present depression, the level of 
wages, the question of compulsory health 
insurance and the welfare of the profes- 
sional man are so closely related as to be 
inseparable; therefore, we must be pre- 
pared to meet any exigency which may 
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arise. This can best be done through a 
strong, aggressive and unified national 
organization. 


EUROPEAN TRIP 


It was my privilege this summer to 
travel to Europe with George B. Winter, 
President Elect and Arthur C. Wherry, 
Immediate Past President of the Asso- 
ciation. Together with Harvey J. Burk- 
hart, we represented American dentistry 
at the laying of the cornerstone of the 
Eastman Dental Clinic for Indigent 
Children in Paris and again at the dedi- 
cation of the Eastman Dental Clinic for 
Indigent Children in Brussels. In Lon- 
don, we again represented the profession 
at the meeting of the American Dental 
Society of Europe. These were splendid 
affairs and the presence of representatives 
from America was highly appreciated. 

The chief purpose of the European trip 
was to study the results of panel insur- 
ance dentistry. Our investigations took us 
to several countries on the Continent, but 
our chief observations were made in 
Great Britain. Since the results under 
the English plan are representative of 
those throughout Europe, I shall confine 
my remarks to a summary of the Brit- 
ish insurance scheme. The minister of 
health and the National Health Insur- 
ance Joint Committee, acting jointly, are 
empowered by the National Health In- 
surance Acts of 1924 to 1932 to make 
regulations under which dental benefits 
may be administered. Under these regu- 
lations, approved lay societies are author- 
ized to carry on the insurance business. 
There are many societies that may prop- 
erly be called nonprofit insurance com- 
panies. These societies collect the pre- 
miums and dispense the money in the in- 
surance funds to those of their members 
who are entitled to receive insurance 
health benefits. 

The upper wage level for compulsory 
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payment into the insurance fund is £250 
a year, roughly $1,250, a wage compar- 
able to about $2,500 a year in this coun- 
try, according to present standards. This 
£250 classification embraces a large part 
of the employed population of the coun- 
try. 

Each approved lay society has a com- 
mittee on management which fixes the 
proportion of the cost of dental treatment 
to be paid by the society and the insured. 
In fixing these respective amounts, the 
committee takes into consideration the 
funds available for dental benefits and the 
claims, or expected claims, of the insured. 
In other words, the fluctuation in the 
funds available and the experience of the 
society in regard to claims determines the 
proportion of the cost of dental treatment 
that the society will pay. The society 
must pay at least one half of the cost of 
treatment on all approved estimates, but 
it does not approve an estimate except on 
the aforementioned basis. This schedule 
of fees is very low and the type of service 
is confined mostly to small amalgam 
fillings, extractions and vulcanite den- 
tures. 

The following is a partial list of the 
scale of these fees (Regulations adopted 
July, 1935): 

(a) Scaling and treatment of the gums 
per individual : 7s. 6d. ($1.87). The scal- 
ing fee covers the removal of calculus and 
other deposits from the teeth, and treat- 
ment for all ordinary or simple disorders 
of the gums, even though more than one 
visit by the patient is necessary. Special 
estimates for treatment of the gums are 
submitted only when the conditions are 
very exceptional. Any scaling and treat- 
ment of the gums which is necessary in a 
jaw in which a denture of eight or more 
teeth is supplied is done without charge. 

(6) Fillings, per filling: 7s. 6d. 
($1.87). This fee applies to fillings that 
are permanent, such as amalgam, and al- 
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lows for silicate cements in the anterior 
teeth. 

(c) Extractions per tooth with local 
anesthesia: 2s. 6d. ($0.60). 

(d) Maximum charge for upper or 
lower extractions: 12s. 6d. ($3.12). 

(e) Maximum charge for upper and 
lower extractions: £1, 2s. 6d. ($5.62). 
This fee applies only when not less than 
five teeth are extracted in one jaw and 
not less than four in the other. 

(f) Examination and report fee when 
the patient does not return for treatment: 
2s. 6d. ($0.60). There is no fee paid for 
examination and report when the patient 
returns for treatment. 

(g) Maximum fee for an upper or 
lower denture: £2, 15s. ($13.75). 

(h) Maximum fee for an upper and 
lower denture: £5, 10s. ($27.50). 

The following quotation from the book 
of regulations in regard to dentures is in- 
teresting: 


Impressions for permanent dentures are 
not to be taken within a period of three 
months from the date of the final extrac- 
tion except with the consent in writing of 
the society, but in no case are impressions 
for permanent dentures to be taken, even 
though three months may have elapsed, 
until the dentist is satisfied that absorption 
is sufficiently completed for permanent den- 
tures to be supplied. 

When in appropriate cases, at the request 
of the insured person, the dentist proposes 
to supply dentures before the mouth is 
ready for the insertion of the permanent 
set, he shall explain in writing the circum- 
stances of the society, and if the society 
declines to make payment in respect of such 
dentures, the insured person shall be en- 
titled to obtain them at scale fees from the 
dentist at his own expense and the society 
shall be liable to pay its proportion of the 
cost of the permanent dentures, if and 
when it subsequently becomes necessary for 
such permanent dentures to be supplied. 
In the latter case, the provision of the 
permanent dentures shall be made the sub- 
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ject of a separate estimate on a fresh dental 
letter, which estimate shall, if the insured 
person so desires, be one for entirely new 
dentures. 

All necessary adjustments of dentures 
within a reasonable time after completion 
are to be made by the dentist without ad- 
ditional charge. 

All necessary bands, wires and fastenings 
must be supplied without extra charge. 

No charge to either the society or the 
patient is to be made by the dentist for 
placing tooth No. 8 (third molar or wisdom 
tooth) on any denture or remake. 

The charge for a denture is to be based 
on the number of teeth actually, and neces- 
sarily, placed on the denture. 


Dentists are not allowed to suggest, de- 
mand or accept from an insured person 
any fee or remuneration, in addition to 
the charges estimated and approvd by the 
lay society. They are not permitted to 
raise the schedule of fees in making an es- 
timate even though the patient may be 
willing to pay more. The regulations pro- 
vide that the society may approve an esti- 
mate based on a fee lower than the sched- 
ule. This latter provision often aids the 
unscrupulous or shrewd dentist, who, by 
submitting an estimate to the society on 
a lower level of fees than the approved 
schedule, is able to secure for himself a 
much larger portion of the insurance busi- 
ness than fairer and more scrupulous 
practitioners in the same community. 
This situation constantly breeds contempt 
and suspicion among the members of the 
profession and creates an intense feeling 
of hostility. 

The dentist is permitted to include in 
his estimate only such treatment as, in his 
opinion, is necessary to secure dental fit- 
ness. His diagnosis may or may not be 
accepted by the society. If not, the case 
is referred to the regional dental officer 
for final adjudication. Even though the 
dentist discovers, while treating a patient, 
that a change in the type or character of 
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treatment is indicated and advisable, he 
cannot proceed further without reporting 
the case in writing to the society and sub- 
mitting therewith an additional estimate. 
If the society approves the new estimate 
and the change in treatment, the dentist 
is authorized to continue with the case. 

A dentist cannot proceed to treat any 
case (except emergency cases, the cost of 
which shall not exceed 10 shillings) with- 
out consulting an intermediary, or third 
party, the society. Thus, the fundamental 
and time honored practitioner-patient re- 
lationship is broken down and the con- 
fidence so necessary in health service is 
destroyed. 

A dentist treating an insured person 
under these regulations must keep a rec- 
ord of every case, showing the name of 
the insured person, the date or dates on 
which treatment was given, the nature of 
such treatment and details and dates of 
payments received by him in respect of 
such treatment, and must, on request, 
produce and show such records to any 
referee or any reference, appeals, inquiry 
or other committee provided for by the 
regulations. ‘Thus, every dentist who 
practices insurance dentistry, no matter 
how little, is required to keep his private 
books open for inspection at all times. 

About 90 per cent of the dentists are on 
the insurance panel. They engage in this 
practice in varying degrees. Some may 
do as little as 10 per cent insurance den- 
tistry, while others engage in insurance 
practice exclusively. It is notable that the 
type and quality of service rendered is 
intimately related to the amount of time 
devoted to insurance dentistry. For ex- 
ample, the poorest quality of service is 
always to be found in the offices of those 
who devote all, or the major part of their 
time to insurance practice. In the said of- 
fices, the cheapest materials are used, not- 
withstanding the fact that the regulations 
prescribed materials of higher specifica- 
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tion. The dental equipment is inadequate, 
of inferior quality and obsolete. In some 
offices, barber chairs and old style foot 
engines are still in use. Most of the den- 
tists have few instruments and they are 
of the most common sort (excavators, 
chisels, scalers, burs, etc.). Many are 
dull and rusty. The burs, in some in- 
stances, were so smooth that they might 
well have been used for burnishers. Few 
sterilizers are to be seen and asepsis is 
generally forgotten. 

As there is no provision in the fee 
schedule for roentgenograms, they are 
not used. A tabulated report of 10,000 
cases of insurance patients disclosed that 
only twelve roentgenograms had been 
made. The commercial dental labora- 
tories advertise and advise dentists to use 
second and third class materials for in- 
surance patients. The inferior type of 
denture work that could be observed on 
every hand was mute evidence that this 
advice was being followed. Even at the 
low prices, all persons needing dentures 
do not have them, for insured persons 
are required to pay into the insurance 
fund for five years before they are en- 
titled to dentures, and may, if their credit 
has been depleted by having treatment 
during this period, be compelled to wait 
for a considerably longer time. 

Personal observations disclosed three 
noteworthy facts: (1) a tremendous 
number of teeth have been extracted ; (2) 
great numbers of decayed and broken- 
down teeth are allowed to remain in the 
mouths; (3) an exceedingly high per- 
centage of the people wear dentures. 

These sights leave a lasting impression 
as to the efficacy of a health service plan 
that produces a type and quality of serv- 
ice as inferior as that evidenced under 
the British Compulsory Health Insur- 
ance Act. 

Under this system, there is no provi- 
sion made for the care of indigent per- 
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sons, for a public educational program 
on dental health or for preventive educa- 
tion and dentistry. 

The regulations provide for regional 
dental officers, who are appointed by the 
minister of health and may be part-time 
or full-time employes, this depending on 
the requirements of the particular dis- 
tricts. Their services are available for 
(1) advising societies, dentists and the 
council on questions arising in connection 
with estimates furnished or treatment 
given by dentists and (2) advising the 
minister of health and the Dental Benefit 
Council on matters arising in connection 
with the administration of dental bene- 
fits. 

The salary of the regional dental offi- 
cer may be paid either by the minister of 
health or by approved societies with the 
consent of the minister of health, out of 
the sums set aside for the administration 
of dental benefits by the societies. The 
latter method is favored by the societies 
for it gives them a more intimate contact 
with the regional dental officers. Since 
the societies collect all assessments from 
the insured persons and pay all service 
charges to the dentists, the foregoing ar- 
rangement is obviously to their advan- 
tage, particularly in case of disputes aris- 
ing between dentists, patients and so- 
cieties, disputes which are referred to the 
regional dental officers for adjudication. 
The regional dental officers are in effect, 
if not in actuality, employes of the ap- 
proved societies. 

Any question that arises between a 
dentist and a society as to whether there 
has been any failure on the part of either 
to comply with the provisions of the reg- 
ulations or in connection with dental 
treatment is determined according to the 
provisions of the regulations then in 
force. 

The procedure is briefly as follows: 

A dentist or a society having a dispute 
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to be settled sends a notice in writing to 
the secretary of the Dental Benefit Coun- 
cil and a deposit of £1. The notice con- 
tains a concise statement of the facts 
which form the subject matter of the 
controversy. A referee is then appointed 
by the Executive Committee of the coun- 
cil to decide the question. The referee 
may be assisted by a dentist, who is also 
appointed by the Executive Committee 
and is known as the “dental assessor.”’ 
The referee determines the procedure of 
the hearing and sends due notice to both 
parties to the controversy as to when they 
are to appear. The Regional Dental 
Officer may also be required to attend 
the hearing. If either. party is dissatis- 
fied with the decision of the referee and 
dental assessor, he deposits £2 with the 
secretary of the council, thus perfecting 
his right to appeal to the Appeals Com- 
mittee appointed by the Dental Benefit 
Council. 

The Appeals Committee consists of 
five members of the Dental Benefit Coun- 
cil, one of whom is chairman, two of 
whom are dentists and two who repre- 
sent the lay societies. In case of a tie 
vote, the chairman casts the deciding bal- 
lot. The decision of the referee or Ap- 
peals Committee may require the dentist 
to complete any treatment or supply den- 
tures in accordance with the approved 
estimate, or may require him to refund 
the whole or any part of the fee collected, 
if the work is shown to be unsatisfac- 
tory. 

Charges may be made against a prac- 
titioner on the ground that he is unquali- 
fied to continue as an insurance dentist 
because of some violation of the regula- 
tions. These allegations are presented to 
the Dental Benefit Council, which inves- 
tigates to see whether the charges merit a 
hearing; and, if so, the case is referred 
to the minister of health, who appoints 
an inquiry committee to hold a trial. 
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This procedure, incidentally, involves 
considerable time, trouble and red tape. 
If the dentist is found grossly guilty, he 
is permanently removed from the panel 
and can no longer engage in insurance 
practice, but if the charges are only par- 
tially sustained, the penalty is less se- 
vere and the offender may merely be sus- 
pended from insurance practice for a 
stated period. 

There are approximately 14,500 den- 
tists in Great Britain and they are di- 
vided into two distinct classes. One 
group, numbering about 7,500, have re- 
ceived institutional dental training and 
are designated as qualified. The approxi- 
mate 7,000 remaining, and called un- 
qualified dentists, have had no institu- 
tional dental training, but are licensed 
to practice. 

The profession may also be divided 
into three groups as follows: the Brit- 
ish Dental Association, the elite (quali- 
fied); the Incorporated Dental Society, 
Limited, the middle group (qualified), 
and the Public Dental Service Associa- 
tion of Great Britain, Limited, the low- 
est group (unqualified). 

A large number of dentists in the three 
groups were interviewed both in and out- 
side their offices, and the consensus of 
opinion was that the effect of insurance 
practice under a schedule of fees and lay 
control is to drag the entire profession 
to a lower level. All dentists are affected 
by this condition, irrespectively of the 
amount of insurance work they do. The 
schedule of fees fixes the pattern for the 
basis of charges and the evaluation of 
dental services by the patients. The re- 
sult is that the private patients soon come 
to expect the same fees as the insured 
persons; which leads to constant bicker- 
ing and controversy between these pa- 
tients and the dentist. The authority 
delegated to the approved lay societies, 
the active agents in collecting and dis- 
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pensing the funds, gives them almost 
complete control of the situation. 

The dentists whom we interviewed 
also stated, without exception, that in- 
surance dentistry under the present act 
was demoralizing and destructive and 
that they could see no hope of improve- 
ment, either in the type or quality of 
service or in the advancement of the pro- 
fession as long as the present plan is in 
force. 

It should be said in fairness that all 
dentistry in Europe is not below the 
standard of American dentistry. The ap- 
proximate 10 per cent in the upper group 
who are engaged in private practice ex- 
clusively, and those who have but a small 
percentage of insurance practice are using 
approved scientific methods in diagnosis 
and treatment and have the same con- 
cept of dentistry and the same professional 
attitude that we have in America. These 
men are well qualified. Many of them 
have taken both the medical and the 
dental courses in England and not a few 
have been trained in American institu- 
tions. The great majority of European 
dentists are bound by the restrictions im- 
posed by the health insurance scheme, 
which discourages initiative, stifles inde- 
pendence and reduces dentistry from a 
science to a mechanical craft. 

From personal observation, it is clear 
that the reports of surveys apparently 
based upon the insurance acts themselves, 
rather than upon the actual operation, 
are misleading. It is to be hoped that the 
dental profession of America will never 
be subjected to such a scheme of com- 
pulsory health insurance as that in force 
in England. 


PUBLICITY 


In my opinion, the American Dental 
Association should be prepared to engage 
in a continuous campaign of publicity to 
educate the public in ‘matters pertaining 
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to the scheme of compulsory health in- 
surance. This scheme is being actively 
promoted by influential organizations 
and wealthy foundations and a large 
amount of money will be available to 
spread propaganda over the country. 
The American Dental Association 
should develop a plan anticipating the 
use of all publicity agencies, such as the 
daily press, magazines, radio, motion pic- 
tures, lectures, word of mouth and 
pamphlets. This copy should be prepared 
in the most exacting and careful manner 
and should be released only under the 
strictest supervision. News items of all 
kinds appeal to the people only in ratio 
to the effect that they may have on per- 
sonal well-being and, even then, require 
frequent repetition. The success of such 
a project will require the services of a 
person well grounded in this character 
of work and, in addition, the support and 
cooperation of all constituent societies. 
My experience in traveling about the 
country this year has convinced me of 
the immediate need for an efficient and 
continuous program of this kind. I be- 
lieve that an effective plan can be devel- 
oped from which all objectionable fea- 
tures can be removed and I have recom- 
mended to the House of Delegates that 
this matter be given immediate attention. 


JOINT COMMITTEE OF THE AMERICAN 
MEDICAL ASSOCIATION AND THE AMERI- 
CAN DENTAL ASSOCIATION 


The desire has repeatedly been ex- 
pressed that there be a close and cordial 
relationship between the American Med- 
ical Association and the American Den- 
tal Association. The culmination of this 
hope has been partially realized this year. 
A joint liaison committee has been ap- 
pointed from the boards of trustees of 
each of these organizations, for the pur- 
pose of considering problems in all fields 
of health service that are of common in- 
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terest and concern to the two profes- 
sions. 

J. H. J. Upham, chairman of the 
Board of Trustees of the American Med- 
ical Association, made a public statement 
within the year, which, in effect, was 
that the appointment of this committee 
was a far-sighted policy, since it will per- 
mit these associations to work together 
in harmony and cooperation in the fu- 
ture. 

It is right and proper that these two 
organizations combine their forces, not 
only to advance the science and art of 
practice and promote public health pro- 
grams, but also as a means of protection 
against exploitation of the professions by 
iconoclastic outside agencies. 


THE NATIONAL SOCIAL SECURITY ACT 


The National Social Security Act, 
which became law during the summer, 
authorizes an annual appropriation of 
$8,000,000, to be made to the United 
States Public Health Service to assist 
states, counties, health districts and other 
political subdivisions of the states in es- 
tablishing and maintaining adequate pub- 
lic health services. 

The American Dental Association 
should be deeply and vitally interested in 
this law. Here, provision is made for 
an annual appropriation by the National 
Government to be allocated to the vari- 
ous states in the interest of the health of 
the nation. 

At the present time, only sixteen states 
have dental representation on their state 
boards of health and only six states have 
full-time dentists in their state health de- 
partments. One other state employs a 
half-time dentist. Three states employ 
dental hygienists and two states employ 
teachers in charge of their state dental 
health programs. As dentistry is now 
recognized as an integral part of health 
service, this is not a proper or adequate 
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representation of the dental profession in 
health organization. 

The National Social Security Act also 
authorizes an annual appropriation of 
$2,000,000 to the United States Public 
Health Service for investigation of dis- 
ease and problems in sanitation. Avail- 
able records indicate that dental caries 
and diseases of the supporting structures 
of the teeth are more prevalent than all 
other diseases. I have, therefore, recom- 
mended to the House of Delegates that 
the Surgeon General of the United States 
Public Health Service be requested to 
initiate a research program for the study 
of these diseases with the object of de- 
termining their cause, effect and preven- 
tion. 


DENTAL EDUCATION 


I need not discuss dental education ex- 
cept to say that it is one of the essential 
foundation stones in dentistry and that it 
has made progress during the year. The 
final report made by the Curriculum Sur- 
vey Committee at the meeting of the 
American Association of Dental Schools 
last March was a comprehensive and con- 
structive document and indicates the 
trend of dental education and a return to 
the four-year professional courses in all 
schools. The resolutions adopted by this 
body at the same meeting recommending 
that all dental schools adopt the plan of 
two years’ college work as a prerequisite 
to entrance, beginning in the autumn of 
1937, is a distinct advance and in accord 
with modern progress. 

It is a truism that the quality of train- 
ing received by men in preparation for 
entering the profession will determine in 
large measure the level that the profes- 
sion will attain and the standard of 
health service that it can render. 


CONCLUSION 


In conclusion, I definitely express my 
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belief in the integrity of our profession 
and in its future usefulness. In the last 
century, American dentistry has had con- 
tinuous progress in the science and art of 
practice. It has emerged from a craft 
to a recognized profession. The achieve- 
ments in American dentistry in litera- 
ture, in organization, in education, in re- 
search, in scientific methods of practice 
and in public health service give it pre- 
eminence in the world today. We are 
definitely approaching our objective, but 
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we have not reached our goal. There- 
fore, it is essential that the profession 
guard what has been accomplished and 
continue its program of achievements. 
It is axiomatic that few accomplish 
all that they have hoped to do. So, too, 
[ leave office with the knowledge that 
there is still much to be done, but with 
the hope that I and those who have 
worked so unselfishly and conscientiously 
with me have contributed in some small 
measure to the progress of dentistry. 


THE COIL SPRING—A GENTLE, POSITIVE FORCE 
IN TOOTH MOVEMENT* 


By E. B. ARNOLD, D.D.S., Houston, Texas 


HISTORY OF THE COIL SPRING 


E have all heard the old saying 

that there is nothing new. If we 

but take the time to look dili- 
gently, we will probably find that some 
idea or mechanical device which we 
thought new and original was used by 
some one years previously. Ours may be 
but an improvement on or a different 
application of the old principle. 

I have been using the coil spring since 
1923. I obtained the idea from the spring 
that is used in the belt strap attachment 
of a short watch chain. The first I used 
was of 0.022 diameter gold platinum 
wire, but I found this too drastic in its 
force. Not having any smaller wire, I 
purchased some fine nonprecious coil 
springs from a jeweler’s supply house. 
Naturally, I was eager to see how these 
would work, so I instructed the patient 
to return in three days. As I found the 


*Read before the Section on Orthodontia at 
the Seventy-First Annual Midwinter Clinic 
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springs working very satisfactorily, the 
patient was instructed to return in two 
weeks. To my surprise, I found that the 
springs had been partially disintegrated 
by the fluids of the mouth. Then I 
ordered several feet of gold platinum 
orthodontic wire of different diameters 
from a dental gold manufacturing com- 
pany, and coiled the wire myself. It was 
not very long before I found the 0.010 
diameter wire to be just what I de- 
sired. 

As I wished to be sure of the efficiency 
and adaptability of the coil springs before 
giving them to the orthodontic profession 
at large, I first showed them at a clinic 
at the First International Orthodontic 
Congress, in New York, in 1926. 

Some time later, I purchased two val- 
uable and interesting volumes by Bern- 
hard W. Weinberger, of New York 
City, entitled “Orthodontia, an Histor- 
ical Review of Its Origin and Evolu- 
tion,” published in 1926, and, to my 
surprise, I found that J. D. White used 
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coiled springs in 1850. Thomas W. 
Evans used them in 1854, and Meinssen 
Siegfried, in 1889. So, although the use 
of the coil spring was an original idea 
of mine, I found that someone else had 
the idea seventy-three years ahead of me. 
I could not find out what the diameter 
of the wire used by the previously men- 
tioned men was. I do not imagine the 
springs in those days were very practical, 
nor do I think the patients could tolerate 
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Fig. 1.—Coil spring expander unassembled. 


Fig. 2.—Coil spring expander assembled. 


them because of the manner in which 
they were applied. 

Coil springs of 0.010 diameter afford 
a positive, constant, yet very delicate and 
gentle pressure. They seem to be physio- 
logic in their action on the teeth and sur- 
rounding tissues. 

Coil spring appliances are like any 
other appliances in that they are not uni- 
versal. In the treatment of a large per- 
centage of cases, they may be used in va- 
rious ways to great advantage. 


MATERIAL OF COILS 

Until three or four years ago, I had 
been using the S. S. White and Williams 
Gold Company’s precious metal coil 
springs, 0.010 in diameter, coiled to fit 
a 0.040 round wire. At that time, I tried 
some of the stainless steel wire, and found 
that I had to reduce the diametric size 
to 0.008, as the 0.010 steel wire was too 


Fig. 3.—Upper coil spring expander 
mounted (deciduous case). 


Fig. 4—Lower coil spring expander 
mounted (deciduous case). 


drastic in its force. At present, I am 
again using precious metal springs exclu- 
sively because they seem to give a gentler 
and more delicate pressure. 


ADJUSTMENTS OF PRESSURE 


The adjustment of the coil spring is 
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as follows: I buy it in 1i-foot lengths 
coiled to fit a 0.040 wire. I take any 
excess spring or deadness out of the coil 
by slipping it on a foot of 0.040 round 
wire, holding one end of the coil spring 
and contracting the other. The spring 
is then cut so as to give 2 mm. of pressure. 
On subsequent visits, the coil may be 
opened with the finger for the desired 
amount of pressure. When I think that 


Fig. 5—Simple finger springs attached for 
movement of anterior teeth. 


Fig. 6.—Appliance shown in Figure 5, in 
position on lower model. 


the spring is too short to exert pressure 
on further opening, I simply replace it 
with a longer spring. An Oliver loop 
stop, if being used, can be opened, and 
thereby pressure be added to the spring. 

Due diligence must be exercised in 
adjusting the coil springs. The usual 
adjustment in the coil is about 2 mm., 
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and in no case should a coil spring be 
opened more than 3 mm. If too much 
pressure is used, the appliance will not 
stay in place, the physiologic action of 
the spring will be lost and tipping of the 
teeth rather than the desired bodily de- 
velopment will result. 

Figure 1 shows a lingual appliance 
which I have termed the coil spring ex- 
pander. It is constructed in two pieces 


Fig. 7.—Coil spring expander with recurved 
finger spring attached. 


Fig. 8—Expander shown in Figure 7, 


mounted on lower model. 


of 0.040 wire. On the anterior part of 
one half of the appliance is soldered a 
0.040 round tube, three-eighths inch long. 
In some cases, it may be necessary to 
resort to a shorter 0.040 tube. The other 
half of the appliance consists of a 0.040 
wire which is inserted in the 0.040 tube, 
and has a piece of 0.020 wire soldered 
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around the arch to act as a stop for the 
coil spring. The coil spring is slipped 
over the end of the 0.040 wire, and in 
no case do I solder them. Many times, 
it is necessary to lengthen the arch as 
lateral expansion is gained, but this is 
easily accomplished by soldering end to 
end the desired length of 0.040 wire to 
the arch end, which is inserted in the 


0.040 round tube. 


Fig. 9—Lower expander in case wherein 
lower lateral incisor has erupted lingually to 
line of occlusion. 


Fig. 10.—Labial arch with coil springs for 
anterior movement of upper incisor teeth. 


Figure 2 shows the same appliance as- 
sembled. Figure 3 shows an upper coil 
spring expander mounted on a deciduous 
arch. It is attached by means of vertical 
half round tubes on the molar bands in 


the same manner as a Mershon lingual 
appliance. The round tube and cross- 
piece are soldered distally to the mesial 
surfaces of the cuspids. The lateral 
halves of the appliance extend to the 
mesial surfaces of the cuspids. This is 
sometimes necessary to prevent the lower 
anterior teeth from striking the tube and 
cross-piece. 

Figure 4 shows the lower appliance,: 


Fig. 11.—Labial appliance with coil springs 
reversed for distal movement of anterior teeth 
or mesial movement of posterior teeth. 


Fig. 12.—Labial arch with coil springs in 
position for lateral movement of anterior 
teeth. 


which is constructed in the same manner, 
mounted on a deciduous case. In lining 
up the anterior part of these appliances 
from cuspid to cuspid, care must be taken 


| 
| 
| 
t of 
yng. 
to 
ther 
040 
ube, 
‘red 


2036 The Journal of the American Dental Association 


that the arch touches the cuspids at the 
same mesiodistal points. This is very 
important, in order to obtain lateral ex- 
pansion in a straight line. 

I use the appliances shown in Figures 
3 and 4 in deciduous cases in which there 
is a normal mesial distal relation, a nice 
arch form and a nice line of occlusion 
from deciduous cuspid to second decidu- 


Fig. 13.—Appliances for same purpose as 
in Figure 12, lingual arch being used to hold 
labial spur gingivally instead of banding cen- 
tral incisor. 


Fig. 14.—Coil springs applied to close up 
spaces between anterior teeth. The anterior 
section of the appliance from cuspid to cuspid 
is constructed of a piece of flat ribbon arch 
wire. 


ous molar. In other words, lateral de- 
velopment has not taken place as it 
should; still, there is a nice arch form. 
In these cases, equilateral development 


is needed from cuspid to second decidu- 
ous molar, and this appliance accom- 
plishes it very nicely. I also use them on 
the permanent teeth in similar cases. In 
a v-shaped arch, of course, this particular 
appliance would not be indicated. 
Figure 5 is the same as appliances 
shown in Figures 3 and 4, with the addi- 
tion of simple 0.020 anterior finger 
springs for the purpose of moving the 
deciduous or permanent incisor teeth 


Fig. 15.—Springs applied for same purpose 
as in Figure 14. The appliance is attached 
by means of horizontal buccal tubes instead 
of vertical half round tubes. 


Fig. 16.—Appliance used to move maxillary 
cuspids forward bodily to close up lateral 
spaces, 


anteriorly as expansion is gained. Figure 
6 is the same appliance as Figure 5, 
mounted on a model. 

Figure 7 shows the attachment of a 
0.020 recurved finger spring for anterior 
movement of the permanent incisor teeth. 
It is just a matter of individual prefer- 
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ence as to the use of simple or recurved 
finger springs, as either works very 
nicely. 

Figure 8 shows an appliance with a 
recurved spring mounted on a model. In 
this particular figure, you will notice 
that there is no coil spring, and the stop 
has been moved against the tube, retain- 
ing the desired lateral development that 
has been gained, while the finger spring 
can still be used for alining the incisors. 


Fig. 17.—Coil spring appliance for bodily 
movement of upper central incisor in adult 
patient. 


Fig. 18.—Coil spring appliance using liga- 
ture in conjunction with coil spring for mov- 
ing central incisor laterally; employed in 
young patients. Band and tubes are elim- 
inated. 


Either the simple or the recurved spring 
may be added before the desired expan- 
sion has been gained and while the coil 
spring is in use. 

Figure 9 shows an appliance for a 
case wherein a lateral incisor has erupted 
linguad from the line of occlusion. The 


cross-piece on the right is soldered at the 
mesiolingual third of the first deciduous 
molar, while the tube is soldered at the 
middle lingual third of the cuspid. This 
has no affect on the direction of force, as 
the tube and that part of the cross-piece 
in the tube control it. Sometimes, owing 


Fig. 19.—Coil spring expander in conjunc- 
tion with labial arch on lower case. The la- 
bial arch was used for opening up spaces for 
impacted second bicuspids, while the lingual 
arch was used for lateral expansion. 


Fig. 20.—Appliances used on upper case, 
which is the same as is shown in Figure 19. 


to the close proximity of the permanent 
lateral incisor to the deciduous cuspid, 
it is necessary either to disk the wire 
much thinner at this point or to use the 
0.040 wire only to where the tube and 
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cross-piece are attached, then solder a 
piece of 0.022 wire from this point to the 
mesial aspect of the cuspid. 

Figure 10 shows coil springs used on 
a labial arch with Oliver loop stops for 
the movement of the incisor teeth labi- 
ally. The Oliver loop stops are very 
valuable in adjusting to assure the de- 
sired amount of pressure. In common 
with the use of other appliances, one must 


Fig. 21.—Appliance for mesial movement 
of bicuspid. 


Fig. 22.—Appliance for same movement as 
in Figure 21, a piece of ribbon arch wire be- 
ing soldered to the arch at only one point. 
Appliances in Figure 21 and Figure 22 may 
be used for distal movement of the bicuspids 
by reversing the coil spring. 


be careful not to ligate, or try to move, 
too many teeth at one time. In some 
cases, it is necessary to resort to inter- 
maxillary rubber ligatures for control of 
anchorage. 
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This same appliance can also be used 
for the distal movement of molars, es- 
pecially in cases wherein, owing to pre- 
mature loss of the deciduous molars, the 
permanent molars have moved forward; 
which, in turn, causes the second bicus- 
pids to remain impacted or erupt lin- 
gually. To accomplish this movement, 
the arch is ligated from cuspid to cuspid, 
and if this does not afford enough anchor- 


Fig. 23.—Appliance for anterior movement 
of anterior teeth where lateral expansion has 
previously been gained. 


Fig. 24.—Appliance for tipping of anterior 
teeth. 


age, intermaxillary ligatures may be used 
as reenforcement. 

Figure 11 is a labial arch with springs 
attached for the mesial movement of 
molars or for the distal movement of 


anterior teeth. Intermaxillary ligatures 
may have to be used accordingly for an- 
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chorage. The stop for the coil spring is 
soldered on the arch anteriorly to the 
mesial end of the molar buccal tubes. 
Anteriorly to the coil spring is a 1.5 mm. 
round tube, to which is soldered a 0.022 


Fig. 25—Appliance for distal movement of 
one molar. 


Fig. 26.—Appliance used in case wherein 
first permanent molar had tipped mesially 
owing to premature loss of second deciduous 
molar. The appliance is so constructed as to 
act as a ball and socket joint in the first 
permanent molar area. 


wire that hooks at the distal aspect of 
the molar bands. The right side is un- 
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locked in order to show this principle 
more clearly. 

Figure 12 shows an appliance for a 
case in which the median line has shifted, 
insufficient room being left for the upper 
left lateral incisor. On the arch is a 2 
mm. long 0.040 round tube to which is 
soldered a piece of 0.025 wire. This tube 
slides on the arch, the latter acting as a 
track. The left central band carries a 


Fig.27.—Appliance used in case in which 
there was unilateral distal relation on right 
side. 


Fig. 28.—Appliance shown in Figure 27, 
except that double pinlock is shown more 
clearly. 


lingual spur for the purpose of holding 
the labial spur and thus preventing it 
from dropping incisally. When a new 
or longer spring is placed on this or any 
other appliance in which the former is 
situated between two attachments, it is 
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easily threaded on without removing any 
attachment. 

The case shown in Figure 13 may be 
constructed for the same purpose as that 
in Figure 12. In some of these cases, a 
lingual arch may be necessary in the event 
lateral development may be desired. The 
lingual arch will eliminate banding the 
left central incisor, as it will hold down 
gingivally the labial spur. 
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round tubes 3 mm. long. One millimeter 
on this tube is flattened at the mesial end; 
which prevents the spur from falling 
down and moving gingivally. Not more 
than 1 mm. should be flattened as it will 
prevent the tube from sliding freely 
around the curve. 

Figure 15 is the same as Figure 14, 
showing that the appliance may be at- 
tached to the molar bands by means of 


Fig. 29.—Before and after models of case treated with coil spring expanders; amount of lat- 


eral expansion gained, 5.5 mm. 


Figure 14 is an appliance that may be 
used in moving anterior teeth together. 
It is made in three pieces, and is attached 
by means of vertical half-round tubes on 


the molar bands. The anterior section 
from cuspid to cuspid is made of a piece 
of flat ribbon arch wire. The spurs touch- 
ing the lateral incisors are soldered to 


horizontal round tubes. I prefer the ver- 
tical half-round tube attachments. 
Figure 16 shows an appliance which 
I used to move the maxillary cuspids 
forward to close up the lateral spaces. 
It was made of round wire and was at- 
tached by vertical half-round tubes to 
the first permanent molar bands. The 
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cuspids were banded and _ half-round 
tubes soldered to them. The half-round 
posts were soldered to 1.5 mm. round 
tubes. The coil springs pressed against 
the round tubes, moving the cuspids 
bodily around a curve from their former 
positions, to that of the lateral incisors. 
The main arch acted as a track for the 
half-round pin and round tube attach- 
ments to work on. The two spurs touch- 
ing the central incisors were engaged in 
Ketcham hook attachments soldered to 
the bands on the central incisors. This 
afforded extra stability to the main arch. 
The spurs eliminated the bending of 
the arch to the Ketcham hook attach- 
ments, which were soldered near the 
gingivae. 

Figure 17 is an appliance that I used 
on a case in which it was only necessary 
to move one central incisor. The patient 
was an adult, and I wanted the tooth 
moved bodily and not tipped. The right 
central incisor was banded and carried 
a half-round tube. On the arch was a 
3 mm. round tube to which had been 
soldered a 0.025 wire carrying a half- 
round post that was inserted in the half- 
round tube on the central band. The 
coil spring exerted pressure on the round 
tube; which caused the central incisor to 
be moved to the left bodily through the 
process. 

Figure 18 is a photograph of an appli- 
ance mounted on the same case for con- 
venience of showing. It is a principle 
that I use on younger patients for the 
same movement as in Figure 17. It sim- 
ply consists of a piece of steel ligature 
wire wrapped around the arch a couple 
of times mesiad from the coil spring and 
then from the tooth which is to be moved. 
This eliminates banding of the central 
incisor and the use of a round tube and 
spur on the arch. 

Figure 19 shows a coil spring expander 
and a labial arch in conjunction with 


each other. On the labial arch, there is 
a sliding tube to which a spur has been 
soldered for the purpose of moving the 
first bicuspids anteriorly. The anterior 
teeth are ligated to the labial arch. After 
the first bicuspids have come in contact 
with the cuspids, if further movement of 
the anterior teeth is necessary, they can 
all be moved anteriorly in the same man- 
ner. If distal movement of the molars 
is not desired, it may be necessary to 
resort to intermaxillary ligatures in order 
to stabilize the first molars. This appli- 
ance was designed for this particular 
case, as distal movement of the mandibu- 
lar first permanent molars as well as 
anterior movement of the mandibular 
first bicuspids, cuspids and incisors was 
needed. The intermaxillary rubbers were 
not applied until the molars were moved 
distally in their normal positions. The 
lingual appliance was used for lateral 
development. 

Figure 20 shows the upper appliance 
employed in the case shown in Figure 19. 
This arch, as well as the lower, is very 
narrow, and the upper anterior teeth pro- 
trude quite a bit. I have with me models 
of this case at the beginning and the 
completion of active treatment. The 
latter models show how nicely these ap- 
pliances developed the maxillary and 
mandibular arches laterally, retracted 
the maxillary incisors and developed the 
anterior part of the mandibular arch, as 
well as moving the mandibular molars 
distally. All this was accomplished con- 
currently and not in steps of treatment. 

Figure 21 shows a lingual appliance 
for moving a bicuspid mesially, an appli- 
ance that can be reversed if desired. This 
arch is made in three pieces, a piece of 
ribbon arch wire being soldered on the 
right side between the center of the cus- 
pid and the mesial aspect of the first 
molar area. The ribbon arch wire carries 
a 3 mm. 0.040 tube of which 1 mm. of 
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the mesial end has been flattened in order 
to prevent the attached spur from moving 
occlusally or gingivally. 

The case in Figure 22 is designed for 
the same movement as that in Figure 21, 
consisting simply of an ordinary one-piece 
lingual arch of round wire to which has 
been soldered a piece of ribbon arch carry- 
ing the same attachments as Figure 21. 
The ribbon arch wire may be reversed by 
soldering to the mesial aspect of this arch 
instead of the distal. 

Figure 23 shows an appliance which 
may be used for mesial movement of 
the anterior teeth where lateral expansion 
has previously been gained. It consists 
of a lingual arch to which has been 
soldered a 0.040 round tube, three-eighths 
inch long, with 2 mm. of the distal end 
flattened. A shorter tube may be used 
just as well. Into this tube is inserted a 
piece of ribbon arch wire to which has 
been soldered a piece of round 0.032 
wire. The purpose of the ribbon arch 
wire and the flattened end of the tube 
is to prevent the 0.032 wire from moving 
gingivally and incisally. 

Figure 24 shows a labial arch to which 
has been soldered a 0.016 wire that is 
wrapped right handed on one side and 
left handed on the other. The main 
arch should be ligated at the gingival 
aspect while the 0.016 wire exerts pres- 
sure on the incisal third for the purpose of 
moving the incisal edges lingually and 
the roots labially. When only lingual 
movement of the crown is desired, the 
teeth should not be ligated to the main 
arch. 

Figure 25 shows an appliance that I 
used on a case in which the only thing 
abnormal was that the upper right first 
permanent molar had moved anteriorly 
owing to premature loss of the. second 
deciduous molar, with the result that the 
first bicuspid had erupted lingually. The 
patient, a girl, aged 14, objected to a 


labial appliance, so I constructed this 
appliance. The maxillary right first bi- 
cuspid, and the maxillary right and left 
first permanent molars were banded. I 
soldered a lingual arch from the maxil- 
lary right first bicuspid to the maxillary 
left first molar bands. On the buccal 
aspect of the maxillary first bicuspid band 
was soldered a half-round tube at right 
angles to the long axis of the tooth. The 
maxillary right first molar band carried a 
round 0.040 buccal tube, also soldered 
at right angles to the long axis of the 
tooth. The buccal appliance was con- 
structed of 0.040 wire carrying a half- 
round post. The lock engaged the distal 
portion of the half-round tube. The coil 
spring stop can be seen just mesiad from 
the spring. The half-round tube was 
soldered at right angles to the long axis 
of the teeth in order to make it removable 
at subsequent visits. This appliance 
moved the molar distally very nicely as 
the lingual arch gave a reenforced an- 
chorage of ten teeth. Of course, it was 
necessary to ligate to the second bicuspids 
for buccal movement after the desired 
space had been gained. This was accom- 
plished very easily by the addition of a 
buccal finger spring. 

Figure 26 shows an appliance that I 
use in cases wherein a first permanent 
molar has tipped mesially, owing to pre- 
mature loss of the second deciduous 
molar. This appliance is made in two 
pieces and stabilized in the anterior region 
by the use of Ketcham hook attachments, 
soldered to central incisor bands. A 0.040 
round tube 3 mm. long is soldered to 
the main arch in the first bicuspid region. 
Through this tube is inserted a piece of 
0.040 wire to which is soldered a com- 
bination spur and stop. Two millimeters 
of this wire at the extreme distal end is 
filed to a point so that it is much smaller 
in diameter than the buccal tube attached 
to the first permanent molar. The tube 
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on the first permanent molar is a 0.040 
tube 3 mm. long, but is plugged from the 
distal aspect so that the pointed wire can 
go into it only 1 mm. The pointed end 
of the wire going into the larger size tube 
acts as a ball and socket joint; which 
allows the tooth to straighten vertically 
as it moves distally. The spur should be 
ligated to the distal aspect of the molar 
tube to prevent the pointed end from 
disengaging. 

Figure 27 shows an appliance that may 
be used to a great advantage in a unilat- 
eral distoclusion case. It is made in two 
pieces, and is attached to the molar bands 
by the Spencer double pin locks. There 
is a round horizontal tube soldered on 
the left side, which is the normal side. 
The other half of the arch slips into this 
tube and continues around to the right 
molar. The coil spring between the round 
tube and the stop causes pressure to be 
exerted anteriorly on the six anterior 
teeth, the right first and second bicuspids, 
and the first molars. Of course, the spring 
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also exerts a distal pressure on the left 
first molar, which is normal. But in the 
use of intermaxillary ligatures on both 
sides, not only is the left molar stabilized, 
but also the coil spring is assisted in the 
anterior movement of the anterior teeth, 
the right first and second bicuspids and 
right first molar. 

Figure 28 shows the same case as Fig- 
ure 27, except that the Spencer double 
pin lock is shown mor? clearly. 

Figure 29 was made several years ago. 
This is one of the first cases that I treated 
with the coil spring, in 1923. The dis- 
tance between the mandibular deciduous 
cuspids was 5.5 mm. less than the space 
necessary to accommodate the permanent 
incisors. The occlusal views show that 
case at the beginning of treatment and 
five years later. The time of active treat- 
ment was twenty-one months. The 
amount of expansion gained was 5.5 mm. 
The occluded models are of the same 
case. There is no tipping of the posterior 
teeth whatsoever. 


CARIES* 


By EWING P. BRADY, D.D.S., F.A.C.D., St. Louis, Mo. 


ARIES is attracting a great deal of 
attention at this time, its investiga- 
tion being a favorite topic for dis- 

cussion and study. It is said that it is 
becoming increasingly prevalent and that 
the dental profession should exert more 
effort to arrive.at an understanding of 
its etiology and pathology. 

About the year 1890, W. D. Miller 
advanced the “chemico-parasitic” theory, 
and this has been accepted as the explana- 


"Read before the St. Louis Dental Society, 
Feb. 4, 1935. 
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tion of caries during recent years. This 
theory was accepted only after a great 
deal of argument, and from time to time 
other points of differences have arisen. 
Five objections have been raised by C. F. 
Bédecker’ : 

1. Teeth do not always decay in the 
presence of débris. 

2. There seems to be an increase in 
susceptibility during systemic illness and 
in pregnancy. 

1. Bédecker, C. F.: D. Cosmos, 71:586 
(June) 1929. 
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3. Pulpless teeth often seem more 
prone to decay than vital teeth. 

4. Proximal decay affecting only one 
of the two adjacent teeth occurs. 

5. Mottled enamel, which appears to 
be poorly calcified, is not more susceptible 
to decay than normal enamel. 

Of course, other objections have been 
raised to the chemicoparasitic theory, 
these of Dr. Bédecker being quoted to 
show that there has not been complete 
accord as to the acceptance of this theory. 
It seems that the local conditions would 
not completely: explain the etiology and, 
from these so-called extrinsic causes, we 
next turn to any suggestion as to a con- 
dition that might work from within the 
general system. As to the chemicopara- 
sitic theory, it was also considered nec- 
essary in order for this phenomenon to 
operate that a point of attachment or a 
focus be present, such as microscopic or 
macroscopic malformations. These areas 
of faulty calcification or malformation 
were considered as offering a lessened re- 
sistance. Gnarled enamel was thought to 
be such an area. The eruptive fevers, at 
least when affecting the child within the 
first four years of its life, caused mal- 
formation or hypoplasia of the teeth. 
Syphilis caused the condition known as 
Hutchinson’s teeth and, more recently, 
the discovery was made of the effect of 
one or more parts per million of potas- 
sium fluoride in the drinking water as a 
factor in the production of mottled 
enamel. These conditions were blamed 
as predisposing to dental decay. Dr. 
Black is credited with saying that a clean 
tooth never decays, and I have always 
interpreted this statement as conveying 
the idea that teeth which receive the at- 
tention and care given:in the ordinary 
hygiene of the mouth will not decay. 

There is clinical evidence that such 
malformations are not necessarily inci- 
dental to caries, but the theory has crept 


into our profession that by proper nour- 
ishment and attention to the formative 
processes of the teeth, we can offer a pre- 
ventive to dental caries. 

Nutrition was looked to as offering a 
fertile field of investigation, particularly 
as the predisposing conditions mentioned 
above might be prevented if the nutri- 
tion were properly cared for, and par- 
ticularly since the vitamins are so inti- 
mately associated with the processes of 
development and bone formation. 

I have observed the jaws and teeth of 
rats which have been fed on a diet defi- 
cient in vitamin A and noted that the 
odontoblastic layer of the pulp showed 
certain changes, such as an enlargement 
and some separation from its attachment 
to the dentin. The blood vessels of the 
pulp were engorged, appearing many 
times their normal diameter. 

J. A. Marshall? has done some ex- 
perimenting with rats, using a diet de- 
ficient in vitamin A, and he states that 
several different dental conditions may 
result: either the teeth become carious or 
they show relatively heavy deposits of 
calculus and, in addition, there is some 
resorption of the alveolar process. Mar- 
shall concludes that there is: 

1. An abnormal growth of the jaws and 
alveolar process, the abnormality consisting 
in the size and relations of the teeth. 

2. Irregularity of the teeth after erup- 
tion. 

3. A delay in the eruption of the denti- 
tion. 

4. Production of enamel which is defec- 
tive. 

5. Production of dentine which is defec- 
tive in that it shows large numbers of 
interglobular spaces. 

6. Finally a difference in the general 
growth rate in the animal. 

We know, in a general way, that this 


2. Marshall, J. A.: Diet in Relation to 
Disease of Oral Tissues, J.A.D.A., 14:2207 
(Dec.) 1927. 
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vitamin is concerned with growth and 
lessens the possibilities of infection of the 
mucous membranes. In severe deficiencies 
of this vitamin, we see xerophthalmia, 
night blindness and an interference with 
glandular activity. 

As has been stated, this food constitu- 
ent does not offer a very great amount of 
encouragement for dental research and 
is not considered of any great conse- 
quence in the etiology of caries. If we 
now pass to a consideration of vitamin 
C, the so-called vitamin of scurvy, we 
find that a great deal of experimenting 
has been done with this food accessory. 

In 1922, in a paper on the effect of 
vitamin C on the teeth, read at Montreal. 
Dr. Wells quoted the work of Dr. Zelva. 
Percy R. Howe, who has done an enor- 
mous amount of research on this same 
vitamin, stated at that time that he had 
been carrying on similar work with vita- 
min C. Dr. Wells has published a book 
as the result of his research on this vita- 
min and its reaction on dental organs. I 
quote from Dr. Howe?: 

It is often said that we see no scurvy 
nowadays. It is true that we see but little 
shipboard scurvy, but I believe that a latent 
unrecognized scorbutic condition is very 
prevalent. The pasteurization of milk de- 
stroys the antiscorbutic factor, and I know 
of no infant’s food which contains it except 
mother’s milk. Now animals on these two 
deficiencies do not show such changes 
merely now and then; animal after animal 
on these diets have defective teeth. 

Howe states that when animals have 
been fed on a diet with such a vitamin C 
deficiency, the odontoblast may be seen 
to have ceased forming dentin and the 
pulp to have shrunken away from the 
formed dentin. After a few more days, 
the formed dentin is resorbed or liquefies. 
On the administration of vitamin C, new 


3. Howe, P. R.: Diet as Fundamental in 
Dental Conditions, J.A.D.A., 15:1673 (Sept.) 
1928, 
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formation begins within twenty-four 
hours, and, in a few days, the space be- 
tween the pulp and the dentin is replaced 
with new dentin. 

We are familiar with Dr. Hanke’s 
contention as outlined in “Diet and Den- 
tal Health,’”* and, referring to page 142, 
we find these statements: 


1. The average American diet is ade- 
quate in calories but appears to be deficient 
in certain substances that are requisite to 
dental health. This dietary deficiency may 
be the ultimate cause of much of the gin- 
givitis, pyorrhea, and dental caries with 
which we are afflicted. 

2. Gingivitis and dental caries can occur 
in the majority of a large group of children 
who are receiving a quart of milk, one and 
one-half ounces of butter, a pound of vege- 
tables, half a pound of fruit, and nearly 
one egg a day. These foods do not, there- 
fore, contain substances that are specifically 
antagonistic to gingivitis or dental caries. 

3. The addition of a pint of orange juice 
and the juice of one lemon to a diet that 
is nearly adequate in all other respects 
supplies something that leads to a disap- 
pearance of most of the gingivitis and an 
arrest of about 50 per cent of the ‘dental 
caries. 

4. Dental caries again becomes rampant 
and gingivitis redevelops in most of the 
cases when the citrus fruit intake is reduced 
to three ounces a day for one year. Three 
ounces is not enough. 

5. Children display a definite tendency 
toward the development of carious lesions 
which is nil or low in some cases and high 
in others. The administration of an ade- 
quate amount of citrus fruit juice to a diet 
that is nearly adequate in other respects 
reduces the intensity of the caries process, 
but does not completely remove the effects 
of the inherent tendency in all cases. 


C. D. M. Day,' in his article “Effect 


4. Hanke, M. T.: Diet and Dental Health, 
University of Chicago Press, 1933. 

5. Day, C. D. M.: Effect of Antiscorbutic 
Deficiency on Pregnant Organism and Dental 
Tissues, J.A.D.A., 20:1745 (Oct.) 1933. 
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of Antiscorbutic Deficiency,” writes of 
the effects of a partially deficient vitamin 
C diet. Briefly, his conclusions are as fol- 
lows: 


Generally speaking, the effect of this 
deficiency on the teeth of the fetuses of 
young pigs was not so marked as on the 
teeth of the mothers. This would tend to 
support the idea of a superior intensity 
of assimilation on the part of the embryonic 
tissue. Nevertheless, striking changes were 
observed in the teeth of most of the young 
from mothers on diets partially deficient 
in vitamin C. The dentine formation was 
markedly defective and other degenerative 
changes were apparent. In some cases, the 
teeth of the young would seem to be more 
severely attacked than the mother’s. Hypo- 
plasia of the enamel was met with in some 
cases but cannot be reported as a general 
occurrence. It is thought that these changes 
were due to degenerative and defective 
functioning of the ameloblasts brought 
about by dietary deficiency. The loss of 
the enamel matrix from many of the decal- 
cified sections limited the number of cases 
available for study. 

It is realized that the teeth of the guinea- 
pig are different from those of man in that 
they are of persistent growth. The odonto- 
blasts of the human tooth are still func- 
tional at least, until posteruptive calcifica- 
tion has been completed. It is therefore 
reasonable to assume that the human tooth 
pulp may react similarly to that of the 
experimental animals under conditions of 
antiscorbutic deficiency and that the cal- 
cification of the hard structures of the 
tooth may be similarly affected, at least 
during the formative period. 

Possibly no one has done more work 
on vitamin D than the Mellanbys and, in 
the conclusions to their 1934 report, we 
find these opening remarks: 


Although the experimental work has 
shown the possibility of producing either 
normal (perfect) teeth or teeth with any 
degree of dental defects (hypoplasia) by 
small variations in the diet, it has not yet 
been possible to apply these particular re- 


sults on any large scale to man. Such 
investigation would require the close con- 
trolled feeding of a large number of preg- 
nant mothers and later of the children for 
a period of twelve years. If, however, it 
can be shown that dental caries in human 
beings is associated with defective structure 
in teeth and that these defects are in the 
main similar to those produced experi- 
mentally in different species of animals, 
the possibility that dental disease is related 
to specific dietetic defect becomes apparent. 
If it can be further shown that the initia- 
tion and progress of dental caries in man 
can be controlled by the same dietetic influ- 
ences, the possibility becomes a probability. 

Mrs. Mellanby® closes her remarks, 
after several pages of further discussion 
of ways and means of investigating and 
suggestions as to the feeding, as follows: 

These then are the general principles 
of feeding which will certainly result in 
the formation of more perfect teeth and 
surrounding tissues and more regularly 
arranged jaws. With better structure of 
dental tissues and increased resistance to 
bacterial invasion there is every reason to 
believe that both dental caries and pyorrhea 
will cease to be the scourge they are at 
the present time. 

There are a great many illustrations 
showing the condition of the teeth under 
the influence of vitamin D deficiency or 
rachitic teeth and also joints. 

Referring to Morse’ in his “Biological 
Chemistry,” and using his statements as 
a general opinion as to the conditions 
present in rickets, we find the following 
chemical condition: 

1. Lowering of phosphorus intake and 
increase of calcium. The disease in this 
case is characterized by low blood phos- 
phorus, lack of ossification and irregular 
distribution of osteoblasts. 


6. Mellanby, May: Diet and Teeth, Part 
III, London: Medical Research Council, 1934. 

7. Morse, Withrow: Applied Biochemistry, 
Philadelphia: W. B. Saunders Co., 1925, p. 
635. 
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2. Lowering of calcium and increase 
of phosphorus. The disease is character- 
ized by low blood calcium, but ossification 
centers are more regularly arranged. 

3. Administration of magnesium car- 
bonate. The disease is characterized by 
its severity, low blood phosphorus and 
general appearance as outlined in the first 
paragraph. (The phosphorus has been 
precipitated out by the magnesium. ) 

4, Administration of strontium car- 
bonate to the diet. The general effects 
are the same as noted in the first and sec- 
ond paragraphs. 

The feeding of pasteurized milk pro- 
duces rickets, apparently through the 
lowering of both the calcium and the 
phosphorus in the blood in proportion to 
the amount of milk given. The quanti- 
tative relations between phosphorus and 
calcium are reported by Howland and 
Kramer for blood concentrations as the 
quotient, 

Mg. inorganic blood phosphate X mg. 
blood calcium — 40 
100 milliliters whole blood ns 

If this quotient is below forty, rickets 
will develop, and if above forty, it will 
not develop. Morse also recommends: 
(1) furnishing food which contains the 
proper vitamin and (2) furnishing light 
of proper wave length; viz., 3,000 ang- 
strom units. 

I have slides from rachitic rats and the 
joints were very similar to the lesions as 
pictured in Hawk’s “Biological Chem- 
istry.” The teeth showed the character- 
istic involvement of the vessels in the 
pulp; also, the odontoblastic cells were 
enlarged and separated from the dentin. 
In other words, there were decided 
symptoms in the teeth of the presence of 
a vitamin D deficiency. 

Boyd® has been a very active inves- 
tigator in research to determine what 


8. Boyd, J. D.: Internat. J. Orthodontia, 
19:1255 (Dec.) 1933. 


may be called a well-balanced diet. He 
writes: 

It seems most probable that the intensity 
of the tooth as well as that of the other 
tissues of the body is dependent upon the 
completeness of the diet in all essentials. 
In individual cases the deficiency might be 
of one type or of another or possibly mul- 
tiple in nature. Even though it were es- 
tablished that in certain individuals or 
group of individuals some specific dietary 
deficiency led to decay of the teeth, it 
would not be justifiable to conclude that in 
all instances the deficiency constituent was 
the one most important in protecting teeth 
from decay. ... 

Granting that tooth decay is dependent 
upon deficiency of the diet, the high in- 
cidence of dental decay indicates that there 
is a correspondingly widespread inadequacy 
of the dietaries of most civilized races. It 
has been noted by various observers that 
the incidence of caries is lower in many 
orphanages than in corresponding groups 
of public school children, and that this 
seems to parallel the enforcement of a 
standardized dietary. The more expert the 
formulation of the diets and the more rigid 
their administration, the better the dental 
condition of the members of the group. 
Foreign groups showing high resistance to 
dental caries in their native environment 
will maintain sound teeth following migra- 
tion to this country, as long as their previ- 
ous dietary habits are maintained; when 
they adopt our local food habits the inci- 
dence to decay increases rapidly. 

Later articles than this one of Dr. 
Boyd’s quoted have occurred in the bio- 
chemical journals, and I shall have oc- 
casion to again quote from the work of 
Boyd and his co-workers, Drs. Drain and 
Nelson. These three investigators report 
that they have, with a balanced diet, been 
able to arrest decay in mouths in which 
decay is active or in which there seems to 
be a loss in immunity to caries. These 
cases showed the carious process arrested, 
even when the teeth were purposely per- 
mitted to accumulate mouth débris. 
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Mouth prophylaxis was forbidden during 
the period of experimentation. 

The endocrines have also been consid- 
ered as active factors in malformation of 
the teeth and to some degree are blamed 
for dental defects. Certain writers have 
expressed the opinion that the crypto- 
rhetic tissue of the body possesses - two 
distinct properties as evidenced (a) in 
those glands that may be considered as 
calcium conservers, such as the thymus, 
parathyroid and thyroid, and (b) in 
those glands that may be considered as 
calcium spenders or dissipators, and in 
this class we may include the gonads. The 
significant fact is that, at the age of from 
10 to 12, the beginning of adolescence, 
there may be a disproportion between 
these two systems, which could be blamed 
for the fact that at this period of life we 
have the greatest susceptibility to caries. 

Lately, various other theories have 
been advanced. Dr. Bunting® has called 
attention to the increase in caries in a 
group of children when sugar was added 
to the diet as artificial sweetening and to 
the further extent of 2 pounds of candy 
a week. As you know, Bunting has of- 
fered the theory that Lactobacillus aci- 
dophilus is very active in the production 
of caries, and later Friesell and Enright 
worked on the same theory. They have 
worked about five years on this problem. 

Johnson, Kaake and Agnew,’ advanc- 
ing the theory of vitamin D and calcium 
and phosphorus balance as factors in 
caries present evidence that Lactobacillus 
acidophilus is present in the normal oral 
flora of the rat and the human being. 

The etiologic significance of Lactoba- 


9. Bunting, R. W.: J. Am. College Dentists, 
1:149 (Oct.) 1934. 


10. Johnston, M. M.; Kaake, Mildred J., 
and Agnew, Mary C.: Relationship of Lacto- 
bacillus Acidophilus to Dental Caries in Ex- 
perimental Animals and in Human Beings, 
J.A.D.A., 20:1777 (Ott.) 1933. 


cillus acidophilus in the production of 
dental caries is diminished by the demon- 
stration of a high incidence of this or- 
ganism in the mouths of caries-free rats 
as well as in those rats in which caries 
was produced experimentally. 

The significance of this species is fur- 
ther minimized by lack of consistent cor- 
relation of a high incidence of Lactoba- 
cillus acidophilus with dental caries and 
a low incidence with no caries in human 
beings. 

“Adequate nutrition of the teeth ap- 
pears to be fundamental in the promotion 
of their health. Nevertheless, lowered 
resistance of the teeth due to some dis- 
turbance in their nutrition provides suit- 
able opportunity for the lactobacillus as 
well as other bacteria present in the 
mouth to attack the tooth structure, re- 
sulting in carious processes.” This state- 
ment, which indicates that diet had been 
definitely proved a factor in resistance to 
decay, is very broad and its confirmation 
will require a great deal of experimenta- 
tion. 

Hollander says": 


The Columbia’ Research Group have 
been unable to produce dental caries in 
teeth of rats by feeding diets deficient in 
nutritional factors such as calcium and 
vitamin D. Some of these experiments were 
carried through prenatal and postnatal life 
for a relatively long period. Marked de- 
fects appeared, but no true caries. Even 
an imbalance with respect to calcium and 
phosphorus and vitamin D has been un- 
successful in producing true fissure caries. 


The Boyd and Drain subjects showed 
a very decided improvement with the 
balanced diet. Vitamin C had little ef- 
fect on the caries incidence when 
oranges, orange juice, bananas and to- 
mato juice were used. The conclusion 
of Hollander was that the process of den- 


11. Hollander, Franklin: J. D. Res., 13:303 
(Aug.) 1934. 
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tal decay is associated with environmental 
conditions related to food retention and 
lactobacillus and with physiologic condi- 
tions related to calcium and phosphorus 
metabolism. 

C. A. Lilly’? comes to the following 
conclusions: 

1. White rats fed for one year on a 
normal diet (Mendel’s) developed no den- 
tal decay. 

2. White rats fed for one year on a diet 
53 per cent of which was sucrose but other- 
wise normal developed no dental caries. 

3. White rats fed for one year on a diet 
53 per cent of which was sugar but other- 
wise normal and which received tri-weekly 
oral inoculations of pure culture of L. 
acidophilus developed no caries. 

4. White rats that survived on a rachi- 
togenic diet for long periods (8 months 
to 1 year) developed florid rickets with 
extreme bone deformities but no dental 
caries, 

Dr. Lilly failed to produce experi- 
mental caries in the white rat with a high 
carbohydrate diet and Lactobacillus aci- 
dophilus or with vitamin D deficiency. 

Dr. Breese'* states that institutional 
children (so-called poor law institutions), 
600 in number on a diet which may be 
considered balanced (the diet is not 
stated), after twenty-four years were 
found to have a cavity average of 0.8 
per child or four-fifths cavity per child. 
A very small amount of sugar was per- 
mitted. Breese advocates the carbohy- 
drate stasis theory, and also quotes the 
effect on the mouths of Jewish children 
in an institution. He states that he made 
a call during the Feast of the Passover 
and that the children’s mouths were so 
affected by the diet of unleaven bread 
that it was impossible because of the 
débris to examine the teeth. Breese calls 


12. Lilly, C. A.: J. Nutrition, 5:175 (March) 
1932, 


13. Breese, F.: Brit. D. J., 56:121 (Feb. 1) 
1934, 
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attention to the experiment of Mrs. Mel- 
lanby in which in eighty-six children who 
received cod liver oil over a two years’ 
period, 157 new cavities had appeared; 
while in his experiments at the end of 
two years of his investigation, the figure 
as given in regard to the children who 
had received the daily rations compared 
very favorably with those of Mrs. Mel- 
lanby without the addition of cod liver 
oil. Breese closes his article with the 
statement that it is not what passes 
through the mouth that does the harm, 
but that which remains behind. 

Possibly one of the most exhaustive 
articles is that written by W. H. Eddy** 
at the instigation of the New York 
Academy of Dentistry. After a great 
many experiments upon the various 
theories, his conclusion was: 

Practically then I suggest that so far as 
the public is concerned we tell them to 
keep on with their oral hygiene and give 
them a basic diet formula that they can 
follow and which will at least tend to im- 
prove health in general, a formula such as 
the B.D.N. régime. 

Let the research workers alone and ask 
them to stick to the last. Spin theories, try 
them out, fight for their views if facts 
support and surrender only in the face of 
definite contradiction. The etiology of den- 
tal caries is still an unsolved problem. 

These various opinions were advanced 
by authorities who firmly believe in their 
contention, and where there is such a 
diversity of thought, it is rather hard to 
come to any decision as to an opinion. 

We have been told time and again 
that, with the various vitamin deficiencies 
there is a definite malformation and also 
changes in the structure of the pulp and 
that these conditions are present only in 
a very slight or attenuated degree. I 
have examined a great many extracted 
teeth and have not noticed even in the 


14. Eddy, W. H.: J. New York Acad. Dent., 
1:15 (June) 1934. 
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very slightest extent any changes of the 
pulp or dentin which in any manner re- 
sembled that found in the dentin of teeth 
from animals suffering from any of these 
deficiencies. Only one investigator has 
suggested an explanation as to what 
might be called resistance of the tooth to 
infection. The question arises: Does the 
tooth enter into the general metabolism 
to the extent that the vital fluids of the 
body are of such critical importance? We 
also read time after time that if we “im- 
prove the health of the individual, the 
teeth will be improved.” This statement 
is also without foundation, as good teeth 
are, in the majority of cases, not even a 
concomitant of good health. Neither is 
it true that the majority of persons with 
bad health have a superabundance of bad 
or carious teeth. I am of the opinion that 
the teeth are not extremely dependent on 
the calcium metabolism of the body, nor 
will calcium changes result in a loss of 
resistance of the teeth. These internal 
factors have not been demonstrated to my 
satisfaction up to this time. Take the 
case of arrested decay: How many times 
do we have teeth in which caries has been 
arrested without any radical change of 
diet! We are not honest with our pa- 
tients when we recommend administra- 
tions of cod liver oil, orange juice and 
such other materials as calcium and phos- 
phorus salts, with the expression of hope 
to the patient that caries will be lessened 
by such treatments. Such medication is 
too much in the experimental stage at 
this time to offer such positive encourage- 
ment. 

When we attempt to modify the diet, 
should we really assume this responsi- 
bility, and are we competent to recognize 
deficiencies that may be present? Are we 
able to determine whether the calcium 
or phosphorus ratio is as it should be? 
I quoted from Morse’s text to illustrate 
the great difference which may be present 


in rickets, showing that we could have a 
high calcium and a low phosphorus and 
also a high phosphorus and a low calcium 
and still the case would have the symp- 
toms of rickets. I find it hard to recon- 
cile myself to the idea that by simply 
looking into the mouth, we can recognize 
the need for vitamin C, D or A, or 
calcium and phosphorus deficiencies. 
And, if we cannot, by what reasoning 
are we justified in making recommenda- 
tions to our patients regarding such ele- 
ments? 

The more I study the local conditions 
or symptoms in the tooth, the more I am 
convinced that local conditions have the 
greater bearing on the incidence or etiol- 
ogy of caries. We have been in the habit 
of removing the decay and replacing the 
lost tissue with a metallic substance. 
These fillings have served to arrest decay 
for years, and just how do they accom- 
plish this purpose? They may be criti- 
cized because (1) they do not hermeti- 
cally seal the cavity, (2) they do not les- 
sen conductivity of thermal changes and 
(3) the only protection that it is pos- 
sible for them to offer is due to their lack 
of solubility in the lactic acid formed by 
fermentation, and they may exert some 
slight antiseptic action due to surface 
tension. 

The statement has been made that 
scurvy or rickets is present in a very 
mild form—so mild that it is symp- 
tomless. I doubt that medicine would 
recognize any such diagnosis in any other 
field of pathology. 

If calcium deficiencies exist, we are 
justified in surmising that the other os- 
seous structures of the body are more 
accessible to the demands of metabolism 
than are the teeth. We all know that 
the teeth are only very slightly connected 
with the vital forces of the body. The 
enamel has its connection, for the greater 
part, if not wholly, severed when its 
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formative organ, Nasmith’s membrane, is 
subjected to the process involved in the 
eruption of the tooth. In osteomalacia, 
the teeth are not suffering from loss of 
calcium salts as the very first symptom 
of this ailment; nor does osteofibrosis oc- 
cur first in disease of the parathyroid. 
Then why do we blame calcium defi- 
ciency and diseases that may produce these 
conditions for caries ? 

Sugar has been blamed and, in some 
cases, the quantity ingested has been 
called to the attention. Dr. Suk*® states 
that the average number of bad perma- 
nent teeth at 16 years is as follows, 
this being a fair relative ratio of the ex- 
tent of decay in the group at all ages: 
American girls, 7.00 per cent; boys, 5.00 
per cent (sugar consumption, 47 kg.) ; 
German girls, 4.27 per cent; boys, 3.67 
per cent (sugar consumption, 22.3 kg.) ; 
Filipino girls, 2.74 per cent; boys, 2.16 
per cent (sugar consumption, 8.5 kg.). 
The figures form almost a parallel graph 
of the production of caries and sugar con- 
sumption. A listing of carbohydrate con- 
sumption and also the general diet of the 
people of the various countries of the 
world might suggest that there is such 
a thing as food tolerance among the 
various people and in the different geo- 
graphic localities. This material forms 
the subject matter for a future discussion. 
I might refer you to the article by Dr. 
Bibby,?® as he has partially reported on 
this topic. 

Let us consider the pathology of caries 
as disclosed under the microscope: First, 
there is an increase in the penetrability 
of the enamel. Secondly, the dentin be- 
comes involved, and we find several dif- 
ferent conditions present, such as a dis- 

15. Suk, V.: Proc. 19th Internat. 
1917, pp. 615, 711. 

16. Bibby, B. F.: Neglected Factors in Study 
of Dental Caries, J.A.D.A., 22:222 (Feb.) 
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sociation of the tubuli and pipe-stem den- 
tin or a condensation of the area. This 
area is described or explained in two dif- 
ferent theories. Dr. Beust*’ has called it 
sclerotic tissue, while the English writers, 
such as Sprawson and Fish, and finally 
Bédecker, of New York, speak of it as 
containing dead tracts. These areas have 
the ability to build up resistance to caries. 
It seems reasonable that the process is 
strictly local and there may be some in- 
fluence which might favor the localiza- 
tion of the material which elaborates acids 
at the site. 

My discussion would not be complete 
if I did not quote from J. Sim Wallace 
and his work on the subject of caries. 
The English literature is full of quota- 
tions of his findings. He recommends the 
use of foods which will prevent lodging 
of particles on the surfaces of the teeth, 
and the avoidance of sticky clinging food, 
especially toward the end of the meal. 
Instead, he suggests that we finish with 
a fibrous material so as to clean the sur- 
faces of the teeth. This, very briefly, is 
the so-called carbohydrate stasis theory 
of J. Sim Wallace. 

I have been told on good authority 
that there have been about 16,000 articles 
published in the last few years on the sub- 
ject of vitamins. This would indicate 
that a large number of investigators have 
worked on this problem. When their 
findings are applied to dental disease, the 
clinical results have been very discourag- 
ing. In view of the fact that dental dis- 
ease has not been controlled in any 
amount, it seems that we may be over- 
emphasizing the importance of the vita- 
mins, at least as concerns the control or 
alleviation of dental disease. We should 
consider, then, that vitamin therapy is 
still in the experimental stage and not 


17. Beust, T. B.: Dental Histology and 
Embryology, Philadelphia: W. B. Saunders 
Co., 1934. 
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promise any positive results from its ap- 
plication to dental dietetics. 


CONCLUSION 


1. The cause of caries is not known. 

2. Hypoplasia of the enamel has not 
been proved as a predisposing cause of 
caries. 

3. Diet may have some influence dur- 
ing the formative, preeruptive period of 
dentition, resulting in malformations. 

4. That nutrition has such an effect on 
erupted teeth as to be a factor in caries 
is still in doubt. 

5. We still may observe the direct ef- 
fects advanced by the chemicoparasitic 
theory, and it cannot be denied that tooth 
structure is actually lost by the action of 
acids formed at the site of the pathologic 
process. 

6. We do not, as a general occurrence, 
see lesions of the pulp similar to those 
found in vitamin D or C deficiency in 
carious teeth. 

7. We are justified in insisting on 
strict adherence to the rules of oral hy- 
giene. 

8. Radical changes in the diet should 
not be encouraged, as they may be an in- 
fluence in the production of malforma- 
tion. 

9. The dentist is not equipped to rec- 
ommend dietary changes even if such 
changes were considered of sufficient im- 
portance to be necessary for the preserva- 
tion of dental health. 
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DISCUSSION 
Wendell H. Griffith, St. Louis, Mo.: If 


Dr. Brady intended to stir up even greater 
interest in the conditions responsible for 
dental caries, he has accomplished his pur- 
pose. We must agree with him that in- 
vestigations in the field of nutrition have 
not yet accurately determined the relative 
importance of the many factors in the 
formation of good teeth. Possibly we have 


been too optimistic, too hopeful that the 
recognition of those extraordinary chemical 
compounds, the vitamins, meant the end 
of dental decay as well as the end of nu- 
merous other metabolic disturbances. Lest 
we be too chagrined at the apparent dash- 
ing of our hopes to the ground, let me re- 
call the fact that vitamins, by name, have 
been known only about two decades and 
that the list is still incomplete. Our knowl- 
edge of nutrition is advancing at a breath- 
taking rate, but we are nevertheless far 
from our goal, the complete understanding 
of normal metabolism. For this reason, 
there is to me nothing in the present picture 
which would discourage the thought that 
ultimately a solution of the problem of 
caries may be found in a properly regulated 
diet. The point that we cannot omit from 
consideration the role of bacteria in the 
mouth is well taken. A belief in the im- 
portance of the food mixture need not 
gainsay the validity of Miller’s acid fer- 
mentation hypothesis. Certainly, the bulk 
of evidence confirms this external initiation 
of the carious process. We must eat car- 
bohydrates, and bacteria will presumably 
continue to contaminate the oral cavity. 
It would follow, therefore, that proper 
nutrition can prevent dental decay only 
by insuring optimal conditions for the 
formation and maintenance of a more acid- 
resistant tooth, a tooth with correct ana- 
tomic relations to the jawbone and to the 
adjacent teeth. Is the dentist justified in 
recommending natural foods, such as milk, 
egg yolk, fish-liver oils, citrous fruits and 
whole grain cereals to his patients? Cer- 
tainly he should not promise freedom from 
dental difficulties as a reward for eating 
nature’s products, but he can honestly say 
to the adult patient that certain foodstuffs 
are more nutritious than others and that 
recent investigations have suggested a rela- 
tionship between the diet and the teeth. He 
can go much farther in his recommendations 
to the parent. Whether hypoplasia and 
malformation are predisposing to caries or 
not, they at least may be alleviated by 
proper diet. Furthermore, from a practical 
standpoint, children will be more inclined 
to eat properly if their parents eat properly. 
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Such food recommendations do not involve 
drugs or potentially injurious products. The 
vast majority of the population, all in fact, 
except the sick and those with peculiar 
idiosyncrasies, may profitably be encouraged 
by anyone, but particularly by the dentist 
and the physician, to use discrimination in 
the selection of foods. The experimental 
production in animals of various dental 
abnormalities through inadequate nutrition 
is too definite to justify discarding the idea 
that caries may be the result of a nutri- 
tional disorder. We may express the hope 
that when we learn to feed our children 
from their infancy the food mixture which 
will permit normal formation and eruption 
of teeth and then the food mixture which 
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will protect those teeth both internally and 
externally, caries will become a dental 
rarity. 

Dr. Brady: It was not my intention to 
imply that the various vitamins and also 
calcium therapy were not indicated in cer- 
tain deficiency diseases. My subject was 
caries and I am convinced that too much 
stress is being placed on the importance of 
these dietary substances in attempting its 
control. Let us in the future demand a 
more rational procedure in the treatment 
of this pathologic condition. There is too 
much empiricism in the manner in which 
we have been suggesting the use of these 
auxiliary food materials, and promising 
positive results therefrom. 


OPERATIVE TECHNIC FOR IMPACTIONS, DIFFICULT 
EXTRACTIONS AND THE ELIMINATION OF 
PATHOLOGIC AREAS IN THE JAWS* 


By WILLIAM L. SHEARER, M.D., D.D.S., Omaha, Nebr. 


ECAUSE the general physical well- 
being is closely associated with 
pathologic conditions of the jaws, 

serious consideration should be given to 
their management. One might say that, 
regardless of their health, be it good or 
bad, the majority of people should have 
pathologic areas of the jaws eliminated, 
if for no other reason than to avoid pos- 
sible complications. 

The rank and file of the men in the 
general practice of dentistry know well 
that they are not competent to perform 
operations on the jaws. When they be- 
come honest enough in the practice of 
dentistry to take care only of the things 
which they are trained to care for, giv- 
ing first consideration to their patients by 


*Read at the Sixteenth Annual Meeting of 
the American Society of Oral Surgeons and 
Exodontists, St. Paul, Minn., Aug. 3, 1934. 
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referring them to men who are known to 
be well trained and competent to handle 
the things which they themselves are not 
competent to handle, the profession of 
dentistry as well as their patients will be 
better off. 

First, I shall consider the problem of 
elimination of pathologic areas. In 
1905, I devised and carried out the first 
alveolectomy and partial alveolectomy 
ever performed. At that time, I was con- 
vinced that it was not possible for us to 
eliminate these infections and avoid the 
many complications which we were hav- 
ing with the old procedures. Today, I 
know it to be a fact. 

If one is to lose all the teeth from a 
jaw, the mucoperiosteum should be re- 
flected up to and beyond the root ends 
of the teeth on the buccal side and from 
the mucoperiosteal attachment on the 
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lingual side sufficiently that one can 
round the jaw immediately as nature 
would try to do ultimately. The lingual 
and buccal sides should be rounded some- 
what like one’s finger. No jagged edges 
of bone, sharp spicules, etc., should be 
left to press into the mucoperiosteum. 
Whenever this happens, it must be ab- 
sorbed through the process of granula- 
tion of tissue. After absorption, a connec- 
tive tissue develops which is fibrous and 
not a normal tissue. One must visualize 
a field perfectly to do good work. If 
teeth are pulpless or the pulps of the 
teeth are devitalized, there is almost al- 
ways a pathologic condition present. 
Therefore, the disease is at the root ends 
more than elsewhere. The presence of 
areas of condensing bone, when not 
eliminated, very often results in the de- 
velopment of areas of residual infection. 
When the disease is not eliminated and 
the process trimmed as it should be in an 
alveolectomy, greater loss of alveolar 
process and bone takes place. Where 
there is pyorrhea, very often there is a 
considerable amount of infected tissue at- 
tached to the mucoperiosteum. When it 
is reflected, one can very easily, with a 
sharp pair of scissors, trim off this in- 
fected area and avoid febrile reactions, 
which sometimes follow when this in- 
fection is left unchecked. In the major- 
ity of instances, after the teeth are re- 
moved and the alveolar process is 
rounded over like the finger, it will be 
found that the mucoperiosteal flap comes 
together, with relief of tension on the 
muscles rather than with tension. 
There is much said about drainage in 
an alveolectomy. If the disease is thor- 
oughly eliminated, one need have no con- 
cern about complications due to lack of 
drainage. Further, it is difficult to close 
the mucoperiosteal flaps and have a pri- 
mary union so nearly perfect that there 
is no drainage. The fact that there is a 
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serous exudate which passes between the 
flaps and drainage is sufficient. 

If elimination of the infected areas at 
the root ends of the teeth is carried out 
to benefit the health of a patient (the pa- 
tient having symptoms of focal infec- 
tion), there should always be a partial 
alveolectomy. After many of the single 
rooted teeth in the front of the mouth 
have been removed and:the area has been 
rendered as nearly aseptic as possible, if 
the mucoperiosteum were reflected up to 
and beyond the root end of the tooth, we 
would be surprised at the inadequacy of 
the first procedure. One of the first prin- 
ciples to carry out when eliminating any 
type of pathologic condition of the 
mouth is laying back a proper mucoperi- 
osteal flap. Regarding the original de- 
sign of a flap for a partial alveolectomy, 
I made the statement that one should 
employ the type of incision which would 
give adequate ocular observation and at 
the same time extend only to the point 
where the mucosa folds on itself. To 
accomplish this, the s-incision, as _for- 
merly described, is the only one which 
will respect the mucoperiosteal fold and 
still give adequate access in the majority 
of instances. 

When the mucous membrane around 
the tooth is stripped at the cemento- 
enamel junction, I believe it is better 
technic to cut the fibers with a sharp 
knife. This will avoid the tearing and 
bruising which is done with a muco- 
periosteotome, and, when the tissue is 
replaced, I believe there will be less 
damage and better results. I still feel 
that, wherever possible, we should not 
strip the mucoperiosteum at the cemento- 
enamel junction to carry out our work. 
I realize that this is not always possible. 
[ also realize that, at the cemento-enamel 
junction, the fibers of the pericemental 
membrane, including the dental liga- 
ment, have long been destroyed, but there 
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are so many times when the cemento- 
enamel junction of the teeth next to the 
ones to be removed is intact that we 
should protect it whenever possible. 

With very rare exceptions, it is unnec- 
essary to place any kind of packs within 
the mouth. The one exception I believe 
is in the case of the lower impacted and 
embedded third molar. In these cases, a 
drain should be placed, being removed 
every day or two. Even here, I do not 
mean packs, only a drain. The wound 
should be cleansed and the drain replaced 
until the area will take care of itself. I 
do not believe that packings of any kind 
are usually indicated. 

In my early practice, many cases of 
infected maxillary sinus came under my 
observation and care. All approaches to 
the problem seemed to be unsatisfactory. 
Finally, in 1907, from the principle of 
the alveolectomy flap, I conceived the 
idea of making an incision above the ce- 
mento-enamel junction of the teeth a 
sufficient distance to permit the returning 
of the flap and suturing in the hard part 
of the mucosa. This incision is carried 
from a point between the two central in- 
cisors along all of the teeth in the hard 
part of the mucosa (or below where the 
mucosa folds upon itself) back over the 
tuberosity as far up as you like. The in- 
cision between the central incisors ex- 
tends up to where the mucosa folds upon 
itself. With this long incision, one is able 
to reflect the mucoperiosteal flap up to 
the infra-orbital canal if desired, and, 
with this type of flap, one can visualize 
the outline of all the teeth and have 
perfect access to the canine fossa, with 
no soft tissue to disturb a careful surgical 
procedure. Then the sinus is opened in 
the canine fossa, with an opening as large 
as you like, and from here on the surgical 
Procedure is carried out according to the 
findings in the sinus. The important 
thing is the approach to the problem. 
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With this incision, one does not sever 
the terminal branches of the infra-orbital 
nerve; neither does he sever any vein or 
artery. Further than this, there is no 
numbness of the nose as there is in other 
operations. If this type of operation is 
carried out carefully, the patient has no 
particular postoperative disturbance. 
Realizing that men of our association 
must handle this type of problem, I am 
again outlining the procedure and man- 
agement as I see it. 


DISCUSSION 


Oather A. Kelly, St. Louis, Mo.: The 
questions or statements I have formulated 
this morning were taken from the paper 
Dr. Shearer read, and not from his ex- 
temporaneous discussion. Dr. Shearer 
states, “Areas of condensing bone when not 
properly eliminated very often result in 
residual infected areas.” Areas of con- 
densing bone are not always caused by in- 
fection and, unless infection plays a part, 
should be left alone except when it is neces- 
sary to eliminate them for functional pur- 
poses. Are we to infer that Dr. Shearer 
attempts to eliminate all areas of con- 
densed bone? 

Dr. Shearer: | presumed that we were 
talking about pathologic areas at the ends 
of pulpless teeth and I corrected the state- 
ment in the material which is not in the 
paper. You are quite right, but I was 
speaking of condensing osteitis, a condens- 
ing of bone at the root end of pulpless 
teeth. If the condition is not eliminated, it 
has been my experience that in the majority 
of cases residual areas remain. I have gone 
back many, many times and found these 
infections and had to eliminate them to get 
the desired result, so I am talking about 
condensing osteitis at the root end of pulp- 
less teeth. 

Dr. Kelly: 1 believe like Dr. Shearer 
that progressive alveolar destruction is less 
following proper alveolectomy preparatory 
to the insertion of a denture, but the stabil- 
ity of an edentulous ridge depends to a 
great extent on the correct replacement by 
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dentures. Contrary to Dr. Shearer’s opin- 
ion, I believe that the most favorable man- 
ner to reflect the mucoperiosteum from the 
alveolar ridge is to incise the gum septums 
in the interproximal space as nearly mid- 
way between the labiolingual or buccolin- 
gual surfaces as possible and begin the re- 
flection at the free margin of the gum 
tissue. A curved vertical incision anterior 
to the field of operation can be carried 
from the gingiva and extend as high into 
the fold as desirable, provided we follow 
the direction of the muscular fibers and 
avoid cutting across them The advantages 
of this type of flap are the healing by pri- 
mary union, and the facts that all soft tis- 
sue is away from the field of operation, the 
blood supply to the gingival tissue is not in- 
terrupted, the finger-like projections on the 
flap guide it exactly into position and all of 
the alveolar surface can be inspected. I 
should like Dr. Shearer to state his objec- 
tions to this type of exposure. 

Dr. Shearer: I could not make an ob- 
jection to it in the face of so eminent a 
man as Dr. Hopkinson of Milwaukee. I 
am still fighting, as I said, between two 
fires: taught by Black in the beginning to 
respect the cemento-enamel junction, I 
still respect it as far as is humanly pos- 
sible. I believe from my own observations 
that my cases progress better when I re- 
spect the attachment of the cemento- 
enamel junction than when [ tear it away. 
Further, as I reflect the mucous membrane 
from the attachment at the cemento-enamel 
junction, I cut it with a sharp knife first to 
avoid tearing the fibers. 

Theodor Blum, New York City: I think 
we should not permit the discussion of the 
cemento-enamel junction when we are 
speaking of the junction between the peri- 
cementum and the periosteum or the free 
gingiva. It is an entirely different thing. 

Dr. Shearer: That is understood. Of 
course, we have a free margin under all 
the gum. 

Dr. Blum: Throughout the paper the 
same statement was made. It should be 
corrected. 

Neal L. Zimmerman, Portland, Ore.: 
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Dr. Shearer made a statement about the 
thoroughness of elimination of infection. 
He also made the statement that he had 
found infection in the process as far as an 
inch away from the site of infection. Are 
we to infer that he removes all of the tis- 
sue surrounding these infected areas; that 
is, areas that are infected, or does he leave 
some infected tissue there? 

Dr. Shearer: If I understand the ques- 
tion correctly, Dr. Zimmerman means, do 
I clean up the area an inch from the in- 
fected tooth? No, the organism only trav- 
els that distance. That is all. That is my 
conception of it, and I eliminate the area of 
the infection around the tooth, and this 
area which I have not touched, I find nega- 
tive three or four months later. So I clean 
up only the area involved around the teeth. 
The condition is like a metastasis, the in- 
fection of an organism traveling from the 
mouth to the kidney. The kidney is not 
operated on, but if we eliminate the infec- 
tion, the kidney gets well. 

A. B. Vastine, Bloomsburg, Pa.: In what 
percentage of cases, Dr. Shearer, have you 
observed the phenomena of medullary in- 
volvement, involving the anterior palatine 
canal, resulting in atrophic rhinitis or the 
exostosis in the floor of the nose or osteitis 
involving the maxillary sinus in its nasal 
wall? Have you noted the extension and 
rarefying of the sphenomaxillary wall of 
the maxillary sinus secondary to medullary 
infection of dental origin? 

Dr. Shearer: Only during the last few 
years have my eyes been opened to the con- 
dition Dr. Vastine speaks of. We have met 
many of these cases during the last four 
or five years. Formerly I overlooked all 
of them; I believe there are many of them. 
Probably, the percentage is much greater 
than we realize today. I know that, in 
former years, I was very stupid about it. 

Dr. Kelly: There is a difference of opin- 
ion relative to the management of chronic 
maxillary sinus cases. Some believe that 
only the pyogenic membrane should be re- 
moved when these cases are operated on. 
Others believe that absolutely all of the 
lining should be taken out even though it 
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does not show gross evidence of disease. 
What is your opinion about this operation? 

Dr. Shearer: I should want to know that 
a membrane was hypoplastic. We may 
have a pyogenic membrane and yet not 
have a hypoplastic membrane, but a hypo- 
plastic membrane is always a pyogenic 
membrane, because we find pyogenic mem- 
brane organisms all through a hypoplastic 
membrane. I do not believe that the ma- 
jority of patients with these hypoplastic 
cases—where we have an increase of the 
mucous membrane of the maxillary sinus, 
up to, I would say, an eighth of an inch— 
ever recover. At least, they have not in my 
experience. We had rather a heated dis- 
cussion in Massachusetts a few years ago 
on this very subject, and I had the good 
fortune to operate on one of these patients, 
who I thought would recover, and he did. 
It was said there in Boston that he would 
not, but he did. If there is a hypoplastic 
membrane, of course the symptoms and the 
general physical findings of that patient as- 
sociated with the hypoplastic membrane are 
so severe that something radical has to be 
done. When a membrane is known to be 
hypoplastic, I remove every vestige of it so 
far as possible, as carefully as I can. I 
remove as much as is possible with sponges 


dipped in hot salt water. I then follow the 
technic of Ferris Smith of Grand Rapids, 
Mich., to take off the remainder of the 
fibers that I am not able to remove by 
any other procedure. In many cases, I 
have not removed the membrane and all 
the fibers. If the membrane is not hypo- 
plastic, I do not remove it. Nature is 
cleverer than we are, and with much 
irrigation and care, the patient will re- 
cover. In these cases, many of the patients 
have so little resistance that they have 
to be hospitalized, until their defensive 
mechanism will be adequate to the situa- 
tion. 

Dr. Blum: 1 have heard mention made 
of the cemento-enamel junction, and I 
think we should correct that. We are 
speaking of the attachment of the gingiva 
to the peridental membrane. 

Dr. Shearer: From the standpoint of 
histology, I have always understood that 
the attachment of the pericemental mem- 
brane was at the pericemental attachment 
of the teeth. I conclude, of course, that 
the intelligence of this society is such that 
they recognize that. It is merely a techni- 
cal thing that the cemento-enamel junction 
of the teeth means the attachment. 

Dr. Blum: No, it does not mean that. 


SALIENT FACTORS IN GENERAL ANESTHESIA FROM 
THE STANDPOINT OF THE DENTIST* 


By HARRY M. SELDIN,7 D.D.S., New York City 


F all the general anesthetics thus 
far introduced, nitrous oxide is 
the safest. It has no postoperative 

effect on the lungs, the kidneys, the heart 
or any other part of the body. It forms 


*Read before the Section on Oral Surgery, 
Radiology and Anesthesia at the Seventy-First 
Midwinter Clinic of the Chicago Dental So- 
ciety, Feb. 19, 1935. 


tConsulting Oral Surgeon, Harlem Hospital. 
Jour. A.D.A., Vol. 22, December, 1935 


no compounds with the blood or tissues, 
has practically no effect on the biochem- 
ical composition of the human body and 
may be administered for a longer time 
than any other anesthetic without a harm- 
ful change in blood pressure. In experi- 
ments on animals, George W. Crile 
found no changes in the ganglion cells 
of the central nervous system from the 
cortex to the cord, in contradistinction to 
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the deleterious effect of ether on the same 
cells. The immunity to shock in nitrous 
oxide-oxygen anesthesia is very evident in 
the hands of those who use it intelligently. 

It must be borne in mind that all anes- 
thetics are death-dealing in the hands of 
the ignorant and inexperienced. The rare 
death from nitrous oxide-oxygen is due 
to continuing the anesthesia in spite of 
warning signs of asphyxia. 

A preliminary examination of the pa- 
tient to be anesthetized will enable the 
dentist to recognize any possible difficul- 
ties which he may encounter. The dental 
surgeon is not an internist, and conse- 


Fig. 1.—Incorrect position of patient in 
chair. The chin rests on the chest; which ob- 
structs the airway. 


quently is not expected to give each ‘pa- 
tient a thorough physical examination 
prior to anesthetization. A few simple 
tests, intelligently applied, will warn 
the dentist of the presence of abnormali- 
ties. 

The general appearance of the patient 
will give a clue as to his anesthetic toler- 
ance. Short, stocky persons with thick 
necks, heavy set men with ruddy com- 
plexions, muscular outdoor workers and 
alcoholics, all classified as the overstimu- 
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lated type, are usually difficult to man- 
age. Preanesthetic suggestion, premedi- 
cation, fast induction and _ intelligent 
levelization of the anesthesia will greatly 
minimize the resistance offered by these 
patients. 

The overstimulated type, especially the 
alcoholics, will, during a stormy induc- 
tion, often pass rapidly from the excite- 
ment stage to a state of exhaustion and 
respiratory failure. This sudden drop 
from the excitement stage into the fourth 
or danger stage is due to the increased 
demand of the body for oxygen, and the 
increased output of carbon dioxide during 
the physical exertion of the excitement 
stage. The oxygen percentage in the in- 


Fig. 2.—Correct position of patient in chair 
for administration of gas-oxygen anesthesia. 
The chin is elevated, which assures an open 
airway. 


haled anesthetic is inadequate to meet the 
increased demand for the oxygen made by 
the body while the patient is struggling. 
Also, the increased output of carbon di- 
oxide pumps the body dry of this respira- 
tory stimulant, the result being that the 
patient may suddenly pass into profound 
and dangerous narcosis. 

Pale, anemic, debilitated and _ septic 
patients, on the other hand, are easily 
anesthetized, but are very sensitive to 
general anesthesia, and, unless they are 
carefully handled, will show signs of an- 
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esthetic shock. Extremely young and old 
patients make good anesthetic subjects. 
Adolescent children have a small anes- 
thetic margin. Menstruation and preg- 
nancy offer no obstacles to careful ad- 
ministration. 


DETERMINING POOR ANESTHETIC RISKS 


A simple, yet effective, means of de- 
tecting a poor anesthetic risk is the 
breath-holding test. A normal subject is 
capable of maintaining an apneic pause 


Fig. 3—Median sagittal section of head il- 
lustrating effect of pressing chin against neck. 
Pressure at the base of the tongue forces the 
epiglottis against the posterior pharyngeal 
wall, obstructing the airway and producing 
mechanical asphyxia. The chin should always 
be elevated to assure an open airway. 7, na- 
sal septum; 2, hard palate; 3, soft palate; 4, 
posterior wall of oral pharynx; 5, base of 
tongue; 6, epiglottis; 7, thyroid cartilage; 8, 
arytenoid cartilage; 9, cavity of larynx; 10, 
cricoid cartilage. 


of from thirty to forty-five seconds. Any 
person who is unable to hold his breath 
at the end of a normal expiration for at 
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least twenty seconds can be considered a 
poor anesthetic risk. That person is prob- 
ably suffering from some cardiorenal or 
respiratory disturbance. In such patients, 
owing either to circulatory or to respira- 
tory insufficiency, inadequate oxygenation 
of the blood occurs, with the result that 
the diminished concentration of oxygen 
in the body is rapidly used up, and the 
patient is forced to begin breathing 
again. This explanation does not apply 
to the purely clinical observation that any 
person who can hold his breath for more 


Fig. 4.—Median sagittal section of head il- 
lustrating effect of placing mouth pack too far 
posteriorly. The soft palate and uvula are 
forced against the posterior pharyngeal wall; 
which closes the nasopharynx and leads to 
mechanical asphyxia. 


than one minute may be classified as the 
overstimulated type, and will be difficult 
to manage, requiring somewhat less oxy- 
gen in the anesthetic mixture. On the 
other hand, persons who are able to hold 
the breath for thirty seconds or less can 
be classified as the debilitated type, re- 
quiring more than the average oxygen 
percentage. 
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CARDIAC EFFICIENCY 


The ability of the heart to respond to 
effort is a definite indication of the pa- 
tient’s cardiac efficiency. A person who 
maintains the regular duties in life with- 
out experiencing any pain in the region 
of the sternum and radiating down the 
left arm (indicating angina pectoris) or 
noticing any shortness in breath (indicat- 
ing congestive cardiac disturbances) may 
be considered a normal risk. Other 
symptoms of normal cardiac functions 


Fig. 5.—Median sagittal section of head 
showing mouth pack in proper position. The 
pack should be placed far enough posteriorly 
to allow a sufficiently clear field of operation, 
and far enough anteriorly to afford an open 
airway from the nasal cavity to the larynx. 


are: 1. The absence of edema and swell- 
ing of the legs and ankles, especially dur- 
ing the evening. 2. The absence of pit- 
ting on pressure, of the skin and subcu- 
taneous tissues in these parts. 3. Normal, 
free respirations (eighteen to the minute). 
4. A normal pulse rate. 
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HYPERTENSION 


In the first and second stages of anes- 
thesia, there is usually a slight rise in the 
systolic and diastolic pressure and an in- 
crease in the pulse rate. During the third 
stage, the blood pressure and pulse rate 
become normal; while, in deep narcosis, 
there is usually a slight rise followed by 
a marked fall in blood pressure and pulse 
rate. A progressive drop in blood pres- 
sure is a definite sign of threatening anes- 
thetic or surgical shock. 

A sustained diastolic pressure of more 
than 120 is indicative of serious hyper- 
tension, and suggests a poor anesthetic 
risk. The greater the pulse pressure, the 


Fig. 6.—Incorrect position of nasal inhaler. 
The inhaler is held too high on the upper lip 
and the nose. The base of the inhaler ob- 
structs the nares; which prevents the gases 
from entering the lungs. This may cause 
mechanical asphyxia. 


greater the heart load and the danger of 
heart failure. 


TUMORS AND INFECTIONS OF THE NECK 
AND FLOOR OF THE MOUTH 


Cellulitis, edema of the floor of the 
mouth, neoplasms of the eck and retro- 
pharyngeal infections tend to make res- 
piration difficult and interfere with the 
free ingress of the anesthetic gases, thus 
causing mechanical asphyxia. Keeping 
the chin elevated and increasing the pres- 
sure of the gases administered will com- 


ft 


pensate for the constriction of the airway. 

Postanesthetic depression may be 
caused by failure to maintain the normal 
carbon dioxide tension in the body. This 
results in a disturbance in the acid-base 
equilibrium due to the “blowing off” of 
carbon dioxide. It can be avoided by 
careful control of rebreathing. This pre- 
caution is especially indicated in persons 
in whom the normal carbon dioxide ten- 
sion has been reduced by pain, fear or 
sobbing. These emotional states result 
in an excessive washing out of the carbon 
dioxide. 


MAINTENANCE OF A FREE AIRWAY 


During anesthesia, if the airway is free 
and unobstructed, the respirations are us- 


| 
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Fig. 7.—Correct position of nasal inhaler on 
nose and lip. A free airway for the gases 
through the nares is thus assured. 


ually adequate in volume for the elimina- 
tion of carbon dioxide and for the intake 
of the desired supply of oxygen to the 
blood. Any mechanical obstruction of the 
airway will restrict the free passage of 
gases to and from the lungs, resulting in 
an uneven, asphyxiating anesthesia even 
though an adequate supply of oxygen is 
furnished by the apparatus. Mechanical 
obstruction of the airway may be caused 
by: 

1. The incorrect position of the patient 
in the chair, allowing the chin to rest 
upon the chest. In this position, the 


Seldin—Salient Factors in General Anesthesia 


2061 


tongue is pushed backward, and its base 
forces the epiglottis against the posterior 
pharyngeal wall, which occludes the 
tracheal lumen. The headrest should be 
adjusted to support the occiput, and in 
such a position that the chin is well ele- 
vated. 

2. The incorrect position of the nasal 
inhaler. When the n:sal inhaler is set 
too high on the bridge of the nose, the 
lower part of the inhaler will obstruct 
the nares, this preventing the free ingress 
of the gases into the lungs. The nasal 
inhaler should be adjusted so as to pre- 
vent any ingress of air, and the -base 
should be low enough on the lip to pre- 
vent obstruction of the nares. 

3. The incorrect position of the mouth 
pack. Should the mouth pack be placed 
too far posteriorly, the soft palate and 
uvula will be forced against the posterior 
pharyngeal wall, thus closing the naso- 
pharyngeal lumen, and preventing the 
gases from entering the lungs. The mouth 
pack should be placed at the junction of 
the hard palate and the soft palate, far 
enough anteriorly not to interfere with 
free respiration, and far enough pos- 
teriorly not to interfere with the opera- 
tive procedures. Proper placing of a 
mouth pack will prevent the aspiration 
of foreign bodies, such as teeth, fillings 
or blood, into the lungs, and will mini- 
mize the dilution of the anesthetic by in- 
spired air through the mouth. 

4. Pressure exerted by the operator’s 
fingers on the tongue er on the mouth- 
pack lying over the tongue will force the 
base of the tongue backward against the 
epiglottis and the posterior pharyngeal 
wall, thus closing the tracheal lymen. 
This pressure is often exerted while 
working on the lower bicuspids or molars, 
especially when exolevers are used on the 
left side. 

5. The accumulation of blood and 
saliva in the glottis will obstruct the air- 
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way, and will prevent the free passage of 
the anesthetic gases to and from the lungs. 
The use of proper mouth-packs and an 
aspirator will prevent this obstruction. 

6. Organic disorders also play an im- 
portant part in mechanical obstruction. 
These are: enlargement of the uvula, 
the presence of adenoids, stenosis of the 
external nares, deviation of the septum, 
the presence of tumors of the nasal cavity 
and retro-pharyngeal abscesses, cellulitis 
of the floor of the mouth, etc. 

Not only do the various respiratory 
obstructions interfere with smooth anes- 
thesia, but also the labored breathing 
causes an additional strain on the heart in 
an effort to maintain the normal cardiac 
output. This, plus the resulting myo- 
cardial anoxemia, produces myocardial 
fatigue and diminished output. Respira- 
tory obstruction also interferes with the 
gaseous exchange in the alveoli, resulting 
in a diminished exchange from the alveoli 
to the tissues, and vice versa, by the blood 
stream. One cannot emphasize the terse 
dictum, “Keep an open airway,” too 
strongly. 


NAUSEA 


Since preanesthetic preparation of the 
patient as regards emptying the stomach 
is nearly impossible, nausea is bound to re- 
main as one of the obstacles to be con- 
tended with. Much of the nausea can be 
prevented by careful and even anesthe- 
tization, and by preventing blood and 
mucus from passing into the stomach. 
The odor of the rubber inhaler, which is 
nauseating to sensitive patients, can be 
eliminated by wiping the inside of the 
nasal inhaler with oil of pine needles. The 
imminency of vomiting can be detected 
by the pale green hue of the skin of the 
face, and by the tendency to swallow, 
caused by lack of oxygen. If this is no- 
ticed early enough, a breath or two of 
pure oxygen will abort the retching and 
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vomiting that is bound to follow. Should 
the patient vomit during anesthesia, Jean 
the patient’s body over the side of the 
chair and administer a breath or two of 
pure oxygen, clear the mouth of vomitus 
and resume the anesthesia. The patient, 
will, in many instances, have no recollec- 
tion of nausea. 

If the symptoms of nausea are noticed 
after the completion of the cperation, 
vomiting can be avoided by having the 
patient recline, elevating the chin and in- 
structing him to breathe deeply through 
his nose for several minutes. Persistent 
postoperative nausea can be controlled 
by administering chlorbutanol, one 5- 
grain capsule, with water. 


RESUSCITATION 


The continual saturation of the patient 
with nitrous oxide; respiratory obstruc- 
tion, or undiagnosed systemic conditions 
may place the patient in a state of as- 
phyxia, or anesthetic shock. The cardinal 
symptoms of asphyxial anoxemia are con- 
vulsive, irregular breathing in which the 
expirations are prolonged and spasmodic, 
and a convulsion of the muscles of the 
body, known as jactitation. This may be 
followed by opisthotonos, or involuntary 
arching of the body, or by tetanic con- 
traction of the skeletal muscles. Crowing, 
caused by spasms of the laryngeal muscles 
and the vocal cords, may at this time 
supervene. Then there is an exhaustion 
of the nervous system and a flabby relaxa- 
tion of the muscles of the body. The 
tongue relaxes and falls back, obstructing 
the tracheal lumen. The pupils are widely 
dilated and do not react to light. The 
skin becomes deeply cyanotic in the nor- 
mal patients and an ashy gray in anemics. 
Finally, respiration ceases after a feeble, 
prolonged expiration. The heart will con- 
tinue to function for about five minutes 
after respiratory failure. The right side 
of the heart, the pulmonary artery, and 


the systemic veins become engorged with 
venous blood as death supervenes. 

Since nitrous oxide is a reversible anes- 
thetic, and since oxygen is the antidote 
for asphyxial anoxemia, it is obvious that 
pure oxygen must be forced into the 
lungs when the alarming symptoms of 
the fourth stage become evident. When 
several insufflations with oxygen fail to 
restore respiration, the face inhaler, with 
the exhaling valve closed, should be sub- 
stituted for the nasal inhaler, and arti- 
ficial respiration with oxygen under pres- 
sure should be instituted, two seconds 
being devoted to inflating the lungs with 
oxygen, and three seconds to forcing ex- 
piration by exerting pressure on the ribs. 

Patients who are projected into a state 
of asphyxia and shock will, on rare oc- 
casions, when restored to consciousness, 
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be mentally incoherent for a period of 
from six hours to several days. This may 
be caused by a slight cerebral hemorrhage 
or by injury to some of the brain cells, 
brought on by marked and prolonged 
anoxemia. 

The anesthetist should bear in mind 
that the human body is not a machine, 
and, consequently, will not react accord- 
ing to set and specified formulas, and 
that the gas-oxygen apparatus and anes- 
thetic gases do not work automatically. 
They can be used and misused. One, 
therefore, should not undertake to play 
the rdle of the anesthetist until he has 
mastered the science and art of anesthesia. 
On the other hand, those who have mas- 
tered it will find the work extremely fas- 
cinating and gratifying. 

57 West Fifty-Seventh Street. 


ORAL LESIONS DUE TO HYPERSENSITIVENESS* 


By VIRGIL LOEB, A.B., M.D., D.D.S., St. Louis, Mo. 


HE oral cavity is the seat of varied 
je of lesions, not only those of 
local origin, but also many that 
represent a local manifestation of disease 
elsewhere. Failure to recognize many of 
these is due to the little importance given 
to oral diagnosis by the dentist and the 
physician. While this paper is to deal 
primarily with certain types of oral le- 
sions, it will not be amiss to emphasize 
the neglect of one of the most important 
phases of dental practice. 
The casual oral examination given 
most patients is responsible for numerous 


*Read before the Section on Oral Surgery, 
Exodontia and Anesthesia at the Seventy-Sixth 
Annual Session of the American Dental As- 
sociation, St. Paul, Minn., Aug. 8, 1934. 
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oral lesions being unobserved. To make 
an examination of the teeth and support- 
ing structures without carefully inspect- 
ing the mucous membrane of the entire 
mouth, and without digital palpation to 
detect changes in structure of the soft 
parts, is neglect, and yet most dental 
examinations are incomplete in this re- 
spect. Because of this fact, many lesions 
which at the time give no discomfort to 
the patient go unnoticed, and at a time, 
perhaps, when observation and care might 
save the patient future serious trouble. 
Nature is very kind in the mouth, and 
many lesions, particularly those of a 
purely local origin, appear and disappear 
without discovery or discomfort. Per- 
haps the knowledge of this may account 
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for some of the careless examinations, 
since one often feels that outside aid is 
unnecessary unless the patient himself 
insists on treatment. Then, too, the fact 
remains that the majority of patients who 
come to the dentist are in need of purely 
dental service and the diagnosis in most 
cases is not difficult. If one is conscien- 
tious, he will invariably go farther in his 
examination than merely the dental arch 
and thus frequently observe abnormal 
conditions. 

Failure to make a diagnosis does not 
necessarily reflect unfavorably on any- 
one. In many cases, a diagnosis may be 
very difficult or even impossible in spite 
of the many aids at one’s command; but 
failure to detect abnormalities is inex- 
cusable, and such failures come only 
from carelessness or deliberate neglect. It 
is true that many patients get well with- 
out a diagnosis having been made, but it 
is also true that successful treatment in 
any case depends primarily on a correct 
diagnosis. 

Lesions affecting the oral cavity, and 
particularly the oral mucosa, have been 
classified in many ways. This paper is 
to deal with those due to hypersensitive- 
ness, but mention should be made of the 
other types not included under this head- 
ing; for it so happens that, when a diag- 
nosis cannot be made, one may be inclined 
to regard the case as due to hypersensi- 
tiveness, with all that this term may 
imply. 

One purpose of this paper is to cau- 
tion against using a term in diagnosis, 
namely, allergy, which is a type of hyper- 
sensitiveness, to include all cases which 
cannot otherwise be diagnosed, as is often 
done at the present time in medicine. 
Allergy will be discussed more in detail 
later, but mention is made at this time 
because in medicine the term appears to 
be somewhat overworked. Many pa- 
tients who have been treated unsuccess- 


fully along other lines are now said to 
have an allergy, and the term is gaining 
favor with the public, such diagnoses be- 
ing accepted without comment. Just as 
“pyorrhea”’ specialists are frequently born 
overnight, so allergists are created. A 
patient consults his dentist because of 
“bleeding gums.’ The dentist makes a 
casual examination and pronounces the 
case “pyorrhea,” and the patient accepts 
the diagnosis. He knows this is a common 
disease and has been waiting his time to 
fall in line with the four out of five who 
may have it. The dentist proceeds to 
scale the teeth, and very promptly the 
bleeding stops. The case of simple gin- 
givitis diagnosed as pyorrhea is cured 
and the dentist gets the credit of curing 
pyorrhea in one or a few treatments. His 
skill is heralded and he becomes a spe- 
cialist without any effort on his part. So 
with allergy in medicine. The public has 
in the past few years come to know the 
term “allergy,” and this particular phase 
of medicine is now a common topic of 
discussion. So many people seem to be 
allergic that everyone suspects that he 
may some day be included in the group. 
Physicians, at times perhaps through 
carelessness, are inclined to put unac- 
counted-for symptoms on the basis of an 
allergy, and when no other diagnosis can 
be made, the patient is declared allergic. 
Headaches, cough, gastro-intestinal dis- 
turbances and the like which cannot be 
explained on other grounds are often said 
to be due to an allergy, and the specialist 
on allergy is springing up just as has the 
specialist on pyorrhea and trench mouth. 

Now, there are certain definite dis- 
eases which are classified as allergy and 
certain lesions which are definitely al- 
lergic, and some of the latter occur in 
the oral cavity. There are, on the other 
hand, many more lesions commonly re- 
ferred to as indicative of an allergy 
which are not allergic, but are due to 
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idiosyncrasies and should not be confused 
with allergy. Both of these conditions 
come under the term “hypersensitiveness’’ 
and at times are difficult to separate. In 
fact, some investigators use the term 
“allergy” to denote all types of hyper- 
sensitiveness. Let us hope that the den- 
tist, in attempting to arrive at a diag- 
nosis in a case which cannot be explained 
on other grounds, will not choose al- 
lergy as a last resort, but will distinguish 
between this term and idiosyncrasy, if it 
is possible to do so. 

Before discussing these lesions of the 
oral cavity which come under the head- 
ing of hypersensitiveness, mention should 
be made of some of the other types of 
lesions found in and about the mouth. 
Many of these, because of the lack of 
careful examination and proper inter- 
pretation of findings, are sometimes re- 
garded as allergic. 


GROUP 1 : LESIONS COMMON TO THE ORAL 
CAVITY 


Group 1, lesions common to the oral 
cavity, includes most of the diseases of the 
teeth themselves and their supporting 
structures. The diagnosis of these dis- 
eases is comparatively easy and with the 
aid of the roentgen rays can, in most cases, 
be determined in their incipiency. In addi- 
tion, there are the inflammations and com- 
mon infections of the oral mucosa, listed 
under the terms “stomatitis” and “‘gingi- 
vitis,” which result from neglect, trauma- 
tism and the action of those organisms 
which are common to the oral cavity. 
Also, leukoplakia, which is found princi- 
pally in the oral cavity, congenital mal- 
formations and the like may be included. 


GROUP 2: LESIONS WHICH REPRESENT 
LOCAL MANIFESTATIONS OF INFECTIOUS 
DISEASES 


Group 2, lesions which represent local 
manifestations of infectious diseases, in- 
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cludes a number of infectious diseases in 
which lesions appear in the mouth during 
the active process or even before the dis- 
ease is evident elsewhere. In measles, for 
example, Koplik’s spots may frequently 
be demonstrated on the oral mucosa in 
the region of the upper molar teeth sev- 
eral days before the eruption appears on 
the body. The raspberry tongue of scar- 
let fever, the dry tongue in typhoid, the 
membrane in diphtheria, all may be ob- 
served during the course of these respec- 
tive diseases. Syphilis in all its stages, 
tuberculosis, actinomycosis and other spe- 
cific diseases are characterized by definite 
lesions in the mouth which frequently are 
overlooked or given little consideration. 
The dentist who is careful and conscien- 
tious may occasionally observe some of 
these lesions even before the patient has 
complained and before a physician has 
been consulted. 


GROUP 3: LESIONS WHICH ARE LOCAL 
MANIFESTATIONS OF SKIN DISEASES 


The skin stops at the vermilion border 
of the lip and the oral mucosa starts. Be- 
cause of the close relationship, the oral 
mucosa is frequently the seat of lesions 
typical of skin diseases. As in infectious 
diseases, the lesions may appear on the 
oral mucosa long before they appear on 
the body. This is particularly true in 
lichen planus and frequently is the case 
in pemphigus. 


GROUP 4 : LESIONS DUE TO METABOLIC 


DISTURBANCES 


Metabolic disturbance in cases of dia- 
betes and scurvy is evidenced by changes 
in the periodontal tissue. In the former 
disease, we also have that characteristic 
odor to the breath which is unmistakable. 
While scurvy itself is now quite rare, the 
gingiva frequently shows changes that 
are unquestionably due to an unstable 
metabolism. 
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GROUP 5: LESIONS DUE TO DISEASES OF 
THE BLOOD 


In cases of blood dyscrasia, careful ob- 
servation of the gingival tissue may re- 
sult in findings which suggest a leukemia 
or anemia, and ulceration of the soft parts 
may suggest agranulocytosis. Recent 
work in this last named disease from an 
etiologic standpoint, which will be dis- 
cussed more at length later, classifies it 
with diseases due to hypersensitiveness. 


GROUP 6: LESIONS DUE TO TRAUMA, NEW 
GROWTHS, CYSTS, ETC. 


Under Group 6, lesions due to trauma, 
new growths, cysts, etc., particular em- 
»hasis must be made on the urgent need 
of careful dental examinations in order 
to detect the first sign of induration, 
which may lead to the early recognition 
of malignancy. This group of diseases 
comprises a number of abnormal condi- 
tions which may be found in the oral 
cavity the etiology of which may or may 
not be known. 


GROUP 7: LESIONS DUE TO HYPER- 
SENSITIVENESS 


Most of the remaining lesions which 
affect the oral cavity may be listed un- 
der Group 7, lesions due to hypersensi- 
tiveness. 

A great deal of attention has been paid 
during the past few years to that large 
group of diseases in medicine due to hy- 
persensitiveness. In looking over the lit- 
erature, one is struck with the great 
amount of work which has been done to 
determine the correct classifications of 
the diseases which we regard as allergic, 
and for one not familiar with the physio- 
logic, biologic and chemical explanation 
given by many authorities, much of the 
investigation is difficult to comprehend. ° 

Coca, in Tice’s “Practice of Medi- 
cine,” defines hypersensitiveness as fol- 
lows: “If an individual reacts specifically 
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with characteristic symptoms to the ad- 
ministration of or to contact with a 
quantity of any substance which, to the 
majority of members of the same species 
of animal that have not had previous con- 
tact with it, is innocuous, that individual 
is said to be hypersensitive to that sub- 
stance.” In plainer terms, when we speak 
of a person being hypersensitive, we mean 
that he is extremely sensitive to some 
substance which causes no reaction what- 
soever in a normal person. 

In discussing lesions of the oral cavity 
due to hypersensitiveness, I am consider- 
ing them under two headings: those due 
to allergy and those due to idiosyncrasies. 
Many definitions of allergy are to be 
found. Broadly speaking, allergy implies 
hypersensitiveness of the tissues to some 
substance foreign to them. It differs from 
idiosyncrasy in that there is a given lesion 
which is constant and by which it can be 
identified. 

Feinberg says: 


Allergy may be briefly defined as a form 
of hypersensitiveness in man in which there 
is a tendency to heredity transmission. It 
may also be defined as an abnormal re- 
sponse in some portion of the body to stim- 
uli of a chemical or physical nature which 
do not affect others. Instances of allergy 
are such well known examples as asthma 
from dog hair, urticaria from ingestion of 
strawberries, or hayfever from the _ in- 
halation of plant pollens. The field of 
allergy, although in a sense highly special- 
ized, is now of importance to every prac- 
titioner of medicine. No longer may it be 
said that this is a subject of interest to 
the specialist in allergy alone. Every phy- 
siciam comes in contact with allergic prob- 
lems. A few of these may be briefly men- 
tioned. The rhinologist has constantly the 
problem of hyperesthetic rhinitis and hay 
fever before him. The ophthalmologist 
meets with vernal conjunctivitis and iritis 
and other conditions which may be allergic. 
The dermatologist repeatedly sees allergic 
conditions such as eczema and urticaria. 
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The pediatrician sees instances of asthma, 
eczema, and other allergic manifestations. 
In internal medicine, the chest expert fre- 
quently encounters asthma, the gastroen- 
terologist deals with innumerable instances 
of gastro-intestinal allergy and the neurol- 
ogist frequently is faced with the problem 
of migraine which is often allergic. Even 
the orthopedist may have to know some- 
thing about allergy in order to distinguish 
allergic joint conditions. In the domain 
of surgery the recognition of certain forms 
of abdominal pains as a manifestation of 
allergy rather than surgical diseases will 
save many a serious diagnostic error. 


To this, we may add that the dentist 
must realize that certain lesions of the 
mouth are due to allergy or to idiosyn- 
crasies, and that careful consideration 
must be given those symptoms and lesions 
appearing in the oral cavity which can- 
not be explained as due to some other 
specific condition. 

According to Duke: 

Individuals can apparently become hy- 
persensitive directly or indirectly to the 
effect of almost any alien agent including 
foods, drugs, pollen, hair, feathers, smoke, 
vapors, volatile oils, sera, insects, etc., and 
even to the specific effect of a physical 
agent such as light, heat, cold, mechanical 
irritation, freezing or burns, and in the 
case of heat sensitiveness to the effort of 
mental or physical exertion. Several terms, 
“anaphylaxis” (Richet), “serum sickness,” 
“allergy” (Von Pirquet), “protein sensiti- 
zation” (Vaughan), “specific hypersensi- 
tiveness” and “atrophy” (Coca), have been 
used more or less synonymously in dis- 
cussing the clinical phases of this phenom- 
enon. 

Balyeat, in discussing allergy, states 
that about 20 per cent of the population 
of the United States suffer from 
asthma, hayfever, urticaria, migraine, 
certain types of eczema or abdominal dis- 
tress due to specific sensitization to sub- 
stances that to the normal person are 
perfectly innocuous. He also says: 
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It appears that certain people are born 
with the ability to become specifically sen- 
sitive to pollen, animal emanations, dusts 
of various sorts, or food, and have symp- 
toms upon adequate contact. These people 
frequently transmit to their children the 
ability to become sensitive. However, the 
specific sensitivity is not inherited; only the 
ability to become sensitive is transmitted. 
Hypersensitive individuals are spoken of 
as “allergic.” 

From the foregoing, one is impressed 
by the large number of persons who prob- 
ably suffer from symptoms due to the 
fact that certain of the cells in their 
bodies are sensitized and, as a result, ca- 
pable of reacting peculiarly to many sub- 
stances when these come in contact with 
such cells. 

There are several types of allergic 
cases. One type is represented by asthma, 
hayfever, rhinitis, skin lesions, such as 
urticaria, and certain gastro-intestinal 
disturbances. The lesion of this type of 
allergy is essentially an edema. In hay- 
fever, there is an edema of the mucous 
membrane of the nose. Urticaria is an 
edema of the skin or mucous membrane. 
At the site of the allergic manifestation, 
eosinophils are found. They are always 
present, and it is believed that they con- 
tain a ferment and are called to the site 
of the lesion from the bone marrow 
where they are made in order to destroy 
the invading substance. 

An example of this type of allergy 
which affects the oral cavity is angioneu- 
rotic edema. The lips may swell consid- 
erably from no apparent cause, and very 
often one displaying this type of lesior is 
thought to have been bitten by an insect. 
The teeth are frequently suspected, but 
the swelling usually disappears while 
search is being made for the cause. An- 
other example of this type of allergy is 
the itching which may occur in the roof 
of the mouth of patients suffering from 
hayfever. This is supposed to be due to 
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a mild edema of the mucous membrane 
of the palate. Still another example is 
urticaria which affects the tongue. The 
lesion is usually on one side, and in pa- 
tients who are sensitive to certain things, 
it is not uncommon to have frequent re- 
current attacks of this condition during 
which times the tongue will swell to 
about twice its size. This condition has 
been mistaken for acute parenchymatous 
glossitis and even for acute lingual ab- 
scess. It is claimed by some that geo- 
graphic tongue is an allergic lesion, 
though it is difficult to think of this as 
being true, for the lesions in this type of 
tongue are usually constant, though they 
may change in appearance. Burning 
tongue, which is so common in old per- 
sons, may perhaps also come under this 
classification. In these cases, the only 
complaint is a burning sensation, constant 
for some time and then disappearing, only 
to appear at a later time. No apparent 
cause is to be found and symptoms have 
been thought to be due to an affection of 
the nerves supplying the region. A com- 
mon condition of the oral mucous mem- 
brane whose etiology has never been 
definitely explained, namely, aphthous 
stomatitis, or canker, is thought by some 
to be allergic. The fact that this condi- 
tion so frequently accompanies gastro- 
intestinal upsets makes it possible that it 
may come under the classification of food 
allergy. 

Bacterial allergy is the name given to 
that type due to the action of bacteria in 
one location giving rise to substances 
which will sensitize tissue remote from 
the lesion. An example of this is the tu- 
berculin reaction. The local reaction on 
the skin is due to the fact that certain 
cells in the skin become sensitized to bac- 
teria which are present in the lungs. An 
example of this type of allergy in the 
mouth occurs when an eruption is found 
on the oral mucosa in patients suffering 


with scarlet fever. That cells of the skin 
are sensitive to the bacteria which are 
found in the nose and throat is evidenced 
by the rash on the body. When the erup- 
tion occurs in the mouth, cells of the oral 
mucosa are likewise sensitized. The sub- 
ject of bacterial allergy is receiving more 
and more attention from investigators, 
and many infections heretofore unsus- 
pected are being included in bacterial 
allergy. Not only are tuberculosis, scar- 
let fever, rheumatic fever, erysipelas and 
nephritis that comes from throat infec- 
tions due to sensitization, but now it ap- 
pears that lesions of syphilis which ap- 
pear remote from the spirochetal invasion 
may also be due to the same condition. 

Many other examples could be given 
of allergy as it affects different parts of 
the body, but as far as the mouth is con- 
cerned, the foregoing probably comprises 
those conditions which, at the present 
time, are definitely thought to be allergic. 
In each of these, there is a definite lesion, 
usually an edema; which is always true 
in allergy. Hence, it is wrong to make a 
diagnosis of allergy unless the lesions 
represent those known to occur from this 
type of sensitization. 

In making a diagnosis of allergy, care 
should be exercised to distinguish the 
lesions from that larger group due also 
to hypersensitiveness but classified as 
idiosyncrasies. As mentioned early in 
this paper, the term “allergy” is becom- 
ing quite popular, and is too frequently 
used as a diagnosis when specific signs 
and symptoms characterizing a known 
ailment cannot be found. Some dentists 
are now telling patients that they have 
an allergy when they complain of recur- 
rent “sore mouth,” which may be due to 
some drug intoxication. Greater dis- 
crimination should be made between al- 
lergy and the other type of hypersensi- 
tiveness with which this paper deals; 
namely, idiosyncrasy. , 
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Idiosyncrasy has been defined by Sir 
Humphrey Rolleston as an abnormal re- 
action in an otherwise normal person 
which may be, on the one hand, greatly 
exaggerated or, on the other, greatly 
diminished. More briefly, it may be de- 
scribed as an unusual physiologic per- 
sonal equation. He says further: 

It [the idiosyncrasy ] is thus distinguished 
from the abnormal effects seen in diseases, 
for example on the one hand the more 
severe response to certain drugs (e.g. calo- 
mel and potassium iodide) in kidney dis- 
eases when they cannot be properly elimi- 
nated and on the other hand the tolerance to 
large doses in other diseases, such as iodide 
in tertiary syphilis, opium in pain, and the 
reputed failure of digitalis to influence the 
heart in fever. Although idiosyncrasies have 
thus been distinguished from the modified 
and chiefly the exaggerated effects of drugs 
in diseases, they may produce well marked 
and even severe symptoms. 

Idiosyncrasy indicates a lack of toler- 
ance. One person may easily tolerate a 
large quantity of a certain drug, while 
another may become affected by a very 
small dose. One person may be able to 
eat certain foods with no ill-effect, while 
another may become quite ill with nausea 
and vomiting when a small quantity of 
the same food is taken. It may be diffi- 
cult at the time to distinguish whether 
the patient is allergic or merely has an 
idiosyncrasy, but clearly there is a sensi- 
tization present when small doses of 
seemingly harmless agents produce unus- 
ual symptoms. 

Many types of idiosyncrasies might be 
considered, but discussion here will be 
limited to drug idiosyncrasies, which are 
the cause of most of the oral lesions due 
to hypersensitiveness. Certain drugs pro- 
duce definite allergic signs, it is true, 
chiefly angioneurotic edema and urticaria, 
though perhaps the greater number are 
characterized by erythema, ulcerations, 
vesicles, blebs or simply a burning sensa- 
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tion. Greenbaum, in a recently published 
article on ‘Stomatitis Medicamentosa,”’ 
says: 


On the whole, the development of stoma- 
titis medicamentosa must be regarded as 
the result usually of an idiosyncrasy or 
intolerance of a given drug on the part of 
the patient; otherwise, it would be more 
commonly noted. This hypersensitiveness 
is usually inherent, but may be acquired, 
and occasionally appears to depend upon 
endocrine, nervous or metabolic disturb- 
ances and upon systemic infection. 

Much has been written on drug symp- 
toms as they affect the oral cavity, and it 
is unnecessary at this time to deal spe- 
cifically with the symptoms caused by the 
taking of certain drugs by those sensitive 
to such drugs. Since we know that the 
smallest amount of a drug may produce 
symptoms in one who has an idiosyncrasy 
to that drug, one must always suspect 
drugs as a cause of many types of unex- 
plained symptoms of which patients 
complain in the mouth. Instead of re- 
moving innocent teeth because of a recur- 
rent periodontal inflammation, instead of 
remaking dentures, using first one ma- 
terial and then another to correct an 
erythema, a burning sensation or a recur- 
rent “sore mouth,” a closer study of the 
case might be made, only to reveal a con- 
dition of hypersensitiveness and the symp- 
toms be immediately relieved by discon- 
tinuing some simple and apparently harm- 
less dentifrice or a mild laxative pill. 
Perhaps a “sleeping” tablet might be the 
cause and stopping its use might relieve 
unaccounted-for symptoms. The greatest 
care must be exercised to obtain the com- 
plete history of such cases. Patients have 
a way of not considering laxative pills as 
medicine and will deny the use of any 
drug, but will finally confess to the use 
of “pink pills” for the bowels, but, in 
their language, “these are not medicine 
—they are just laxative pills.” 
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Phenolphthalein, which is one of the 
ingredients of most. of these apparently 
innocent preparations, is very frequently 
the cause or oral symptoms. This par- 
ticular drug is also used as coloring mat- 
ter in many pink tooth pastes, pink 
mouth washes, pink icing for cakes and 
cooked fruits when additional pink or red 
coloring is desired. To one sensitive to 
this drug, the effect of small doses of the 
drug or the accumulative effect of taking 
the drug over a long period of time may 
be various types of lesions in the mouth, 
the cause of which, if not recognized, 
may subject the patient to endless treat- 
ment, including the reconstruction of den- 
tal appliances and even the loss of inno- 
cent teeth. We have seen many cases of 
“sore mouth” in which the only sign, on 
examination, was a mild erythema re- 
spond immediately and become normal 
when the patient discontinued the use of 
some simple laxative or some tooth paste 
or mouth wash. Likewise, after complete 
recovery, we have seen the same symp- 
toms recur when the patient either against 
advice or as a test resumed the use of the 
preparation containing the drug. The 
same condition is seen with other drugs, 
particularly some of the sedatives and 
hypnotics. Antipyrine and the barbitu- 
rates, particularly, may cause oral lesions 
in susceptible persons. Luminal perhaps 
is the chief offender in the latter group, 
though veronal, trional and sulphonal 
may cause similar lesions. Quinine, the 
bromides, belladonna, cincophen, the io- 
dides, all at times in those sensitive to 
the drug may, in small doses even, pro- 
duce herpes, vesicles, erythema, ulcers, 
edema and the like in the oral cavity. 
Calomel, too, may, in minute doses, cause 
a severe salivation, although many persons 
take large doses of this drug with no ill 
effect. 

And so we might list many other drugs 
which in certain persons produce symp- 


toms when given in very small doses. Ac- 
cording to Rolleston: 


In order to bring drug idiosyncrasies into 
line with those of foods, it has been sug- 
gested that before exerting their action, 
drugs enter into some physical or physico- 
chemical relation with the tissues of the 
body, and this may so modify the proteins 
as to render them “foreign” and capable 
of sensitizing the individual. The idea that 
drugs produce the unusual anaphylactoid 
reaction as the result of their modification 
of the body proteins so that they act as 
“foreign” proteins is vigorously opposed by 
Coca, who only protests that there is an 
entire lack of experimental basis for this 
view, but endorses Doerr’s objection that 
it necessitates a practically instantaneous 
alteration of the body proteins in order to 
explain the very rapid occurrence of some 
fatal drug idiosyncrasy. 


Recently, investigation has disclosed 
information relative to a disease which is 
usually accompanied by ulcerative oral 
lesions ; namely, agranulocytosis or agran- 
ulocytic angina. Madison and Squire re- 
ported, in October, 1933, that an analysis 
of thirteen consecutive cases of agranulo- 
cytosis showed that all of the patients 
were physicians, nurses or patients under 
a physician’s care and that they all had 
been using drugs containing a barbit- 
urate combined with amidopyrine. After 
the report was published, many physicians 
found a similar condition in patients. In 
the Journal of the American Medical As- 
sociation, June 30, 1934, the Council on 
Pharmacy and Chemistry states that re- 
ports are numerous indicating that amido- 
pyrine is an important factor in the pro- 
duction of an acute attack of granulocy- 
topenia, and that no other agent has been 
found either chemical or bacterial that 
has been a factor in so many attacks. In 
a paper read before the Association for 
the Study of Allergy, in Cleveland, June, 
1934, Dr. Squire conclusively showed 
that persons who respond to amidopyrine 
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by agranulocytosis are sensitive to the 
drug. 
SUMMARY 

1. Lesions due to hypersensitiveness are 
quite common in the oral cavity. 

2. It is frequently difficult to distin- 
guish between cases due to allergy and 
those due to an idiosyncrasy. 
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3. Diagnosis of hypersensitiveness, and 
more particularly allergy, should be 
made only after a careful study of the 
patient’s history and the elimination of 
other conditions by means of sensi- 
tization tests and other diagnostic pro- 
cedures. 


Beaumont Building. 


PREVENTION AND CURE OF OCCUPATIONAL 
DISEASES OF THE DENTIST* 


By WILLIAM LINTZ, M.D., Brooklyn, N. Y. 


self and not about his patient. When 

Géethe said, “It is as if a curse is at- 
tached to all inactivity. From the cradle 
to the grave we have to assert ourselves,” 
I believe that he meant by “inactivity” 
the neglect of our health, and by ‘‘curse,” 
the penalty we pay for it. I see so many 
sick dentists, a class of people one would 
expect to be practically free from disease. 
And the pity of it is that all this sickness 
is preventable. B. Klein reports that of 


| SHALL speak about the dentist him- 


' 140 dentists examined, only seventeen 


had escaped some form of occupational 
disease. 

You will admit that it is the first duty 
of every one of us to keep fit. Not only 
because the survival of the fittest is the 
first law of nature, but also because every- 
thing in this world depends on good 
health. Unlike the income from many 
other professions, our income ceases when 
our health breaks down. Enjoyment of 
life is impossible with poor health. Every 
thing appears dark and miserable. Happi- 
ness and success are impossible. If we 
have health, we probably will be happy; 


*Read before the Rockaway Dental Society, 
Nov. 27, 1934. 
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if we have health and happiness, we have 
all the wealth that we need, even if it is 
not all we want. If we are below par, 
we are easily discouraged and our will is 
weakened. We are surrounded by a 
thousand fears and our imagination plays 
havoc with us. ‘What is the use?” para- 
phrases all our endeavors. When we are 
faced with prolonged reverses and trouble, 
we surrender the fight. 

Yet to live is to fight. When we cease 
to fight and retire, we begin to atrophy 
and to die. For our life is so constructed 
and our environment is of such a nature 
that life is one continuous struggle. For 
this reason, nature made man a fighting 
animal. When angered or frightened, 
man perhaps no longer bites or claws with 
his nails, but instead grinds his teeth and 
clenches his fists. In some, the hair rises 
like the porcupine’s quills. The nostrils 
dilate and respiration deepens, the heart 
beats faster and the blood pressure rises. 
The special sense organs, the brain and 
the entire nervous system become keen 
and alert. The muscles contract and 
perspiration drenches the skin. All this 
is followed by exhaustion. Although 
standing perfectly still, we go through 
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the same cycle necessary for fight or 
flight, which would have been the re- 
sponse of primitive man to a similar oc- 
casion. 

In our daily life, we still struggle, not 
so much by fight or flight in the manner 
of our primitive ancestors, but more with 
our nervous system. We still go through, 
to a greater or less extent, the above- 
described cycle. In medicine, and even 
more in dentistry, physical strain is much 
greater than the layman believes. Our 
profession is far from a sinecure. Thor- 
ough fitness is absolutely necessary. 

The higher the grade of service we 
render, the more a healthy, alert, keen 
and well functioning nervous system is 
required. Nerve and muscle must work 
in unison and harmony, for the end- 
result must approach perfection. The 
dentist renders daily the very highest kind 
of service. Yet, as a class, I believe that 
the plumber is healthier than the dentist. 
Mens sana in corpore sano holds good to- 
day as it did in the old Roman days. The 
few exceptions, such as Pope and Robert 
Louis Stevenson, are but exceptions that 
prove the rule. By far the greater num- 
ber of men and women of accomplish- 
ment in this world were healthy animals. 

If we spend money and distribute 
checks continuously without putting 
money in the bank, we go bankrupt. If 
we spend our health and distribute our 
energy continuously without restoring 
health, we go physically and mentally 
bankrupt. You will say to me: “All this 
is very good. I believe what you say; but 
what are you going to do about it?” The 
answer is simple, though the accomplish- 
ment is hard because it depends on form- 
ing certain health habits. The result is 
well worth the effort. Here are eighteen 
points. 


EIGHTEEN POINTS 
1. A Complete Medical and Physical 


Examination Twice a Year.—This 
should include a complete blood exam- 
ination, chemical and Wassermann; ex- 
amination of the urine and feces; a basal 
metabolism test and any special examina- 
tion which the findings might suggest, such 
as roentgenographic and electrocardia- 
graphic. Trivial ailments must be elim- 
inated before they become serious. The 
teeth should be examined and the weight 
should be checked up. Ingrown toe nails 
and hemorrhoids should have attention. 
A basal metabolism best will determine 
whether an overactive thyroid is respon- 
sible for misbehavior of the heart. 

2. Posture.—As a result of continuous 
prolonged standing in one spot, leaning 
sideways toward the patient in working 
in his mouth, the ligaments and museles 
of the feet, pelvis and spine of the dentist 
are placed under a tremendous strain and 
often give way. As a result of this long 
standing, and also the fact that the body 
weight rests on one leg for a long time, 
flat feet and varicose veins and genu 
valgum and extorsion are prone to arise. 
If there is the slightest curvature to the 
spine or if the muscles of the back and 
chest are weakened, from the exaggerated 
twisting and turning of the spine, lordosis 
kyphosis or scoliosis are prone to arise, 
with pressure and displacement of the 
heart and interference with respiration. 
Those who have any tendency toward 
curvature of the spine, malformation or 
weakened chests, weakened hearts or 
nervous system or respiratory disease, 
particularly if nasal breathing is inter- 
fered with, should not enter the dental 
profession. If they are already in den- 
tistry, they should take measures to pre- 
vent and overcome these handicaps. 

A. They should remain seated at their 
work in a rotary chair as many surgeons 
do at operations. It is necessary that 
they pause in their work and rest in a 
sitting position. To strengthen the 
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muscles, ligaments and bones of spine and 
chest, the following measures are valu- 
able: exercises, hydrotherapy, swimming, 
massage and cod liver oil therapy (table- 
spoonful three times a day or 30 drops 
of viosterol daily). 

Following is a high calcium diet: 
Breakfast: Orange juice, 6-8 ounces, an- 
other fruit (except bananas), cooked or 
raw, 2 glasses of milk, clabber or butter- 
milk, and coffee if desired. 

Lunch: Vegetables cooked or raw (ex- 
cept potatoes), salad with lemon juice, 
but no oil, fruit cooked or raw (except 
bananas), 1 or 2 boiled eggs if desired. 

Dinner: Tomato juice, 6-8 ounces 
meat or fish; anything else desired (or- 
dinary portions to be taken and no sec- 
ond helping if weight reduction is de- 
sired ). 

Eight teaspoons of lactose a day may 
be taken at any time, but it is suggested 
that it be taken with the milk. 

Some form of vitamin D (30 drops of 
viosterol or its equivalent) is to be taken. 

B. Anything that will strengthen the 
cardiovascular system will prevent or 
mitigate varicosed veins. For treatment, 
I have had better results with chemical 
obliteration of the veins by the injection 
method than with operations. The condi- 
tion is caused by the presence of weak and 
swollen veins in the leg, made worse by 
standing on the feet. The swelling of the 
legs toward night is a sign of poor circu- 
lation and will cause (1) muscle cramp 
with tired legs and feet; (2) ulcer forma- 
tion, these ulcers sometimes being very 
large and often painful, and healing very 
slowly; (3) ruptured veins and some- 
times dangerous hemorrhage. 

You are able to prevent these things 
from occurring and will save yourself 
much pain and much trouble if you will 
take the proper care of your legs. To do 
this you must: 1. Bathe the legs twice a 
week—keep the skin clean if you want it 
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to be healthy. 2. Put on a bandage or an 
elastic stocking every morning when you 
get out of bed. This supports the veins 
and is most important. Do not wear it 
at night—you must give the skin a chance 
to breathe, and it is not necessary when 
you are lying down and the blood does 
not have to climb up hill. If you wear a 
bandage, it should go from the instep to 
just below the knee, including the ankle 
and foot, and should be snug but not 
tight and give an even pressure. Pin the 
bandage with a safety pin. Do not tie it. 
If you wear an elastic stocking which has 
been made to your measure, remember 
that it wears out in about four or five 
months. It should be worn over a cotton 
stocking, as perspiration rots the rubber 
and causes the skin to sweat. Elastic 
stockings can be washed in cold water 
and ivory soap. Bandages and stockings 
will not cure the condition, but will only 
relieve it, and should be worn every day, 
year in and year out. 3. If you scratch 
or injure the leg, go to a physician before 
the lesion becomes an ulcer. 4. Do not 
wear round garters, as they keep the 
blood from circulating freely. 5. If you 
have an ulcer, have it dressed and band- 
aged. Do not remove the dressing and 
bandage under any circumstances. If the 
pain is very severe, have it attended to. 
Whenever you sit down, put the feet on 
another chair, so the blood will circulate 
freely. If you should have a hemor- 
rhage from the legs, it will stop immedi- 
ately if you lie on the back and put the 
leg higher than the head. 

C. Flat feet are unusually trouble- 
some. To prevent and cure this condi- 
tion, I find certain exercises are much 
better than the wearing of arches. The 
following exercises are designed to 
strengthen the various muscle groups the 
function of which is to give support and 
elasticity to the feet. The exercises should 
be carried out twice daily, preferably 
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morning and evening, and of course al- 
ways in the bare feet. 

Exercise 1: Toe gripping. This ex- 
ercise develops the musculature that sup- 
ports the metatarsal arch of the foot. 
Sitting on the floor, grasp a marble or 
jackstone with the toes and pick it up, 
placing it a foot or so from its original 
position. Replace to the original posi- 
tion with the other foot. 

Exercise 2: Foot adduction (walking). 
This exercise stretches the muscles on the 
lateral side of the foot and strengthens 
the muscles on the medial side of the 
foot; which tends to hold the arches in 
the proper position. This is an excellent 
exercise to overcome “weak foot.” Stand- 
ing ready to take a step, the foot is rolled 
to the outer side and the toes are for- 
cibly flexed. Take from twenty-five to 
fifty steps with the foot in this position, 
which holds both the longitudinal arch 
and the metatarsal arch in proper pos- 
ture. 

Exercise 3: Heel stretching (stand- 
ing). This exercise stretches the heel 
tendon and strengthens the muscle groups 
that hold the arches in balance. Standing 
facing, and from 3 to 4 feet from, the 
wall, with the toes turned in and forcibly 
flexed, weight of the body is rolled to 
the outer side of the foot. Lean on the 
wall with the arms straight, back rigid 
and head erect. Slowly flex the arms, 
keeping the back straight and the knees 
and hips extended and the heels firmly 
on the floor until the head touches the 
wall or comes as near it as is possible, the 
feet being rolled to the outer side. Hold 
this position for a few seconds, then 
slowly straighten the arms, assuming the 
original position. Repeat this movement 
from ten to twenty times. If you are do- 
ing this exercise properly, you will feel 
the pain in the muscles on the back of 
the calf and thigh. In spite of all that is 
said against arches, 1 have repeatedly 
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seen patients obtain relief only by the 
use of them. To harden the skin on the 
feet and to relieve excessive perspiration 
and itching, rubbing twice daily with 
witch hazel or alcohol is very beneficial. 
I have repeatedly witnessed irritations 
and allergic reactions from the dyes 
of stockings. In that case, wear undyed 
cotton stockings and your troubles will 
cease. The value to the dentist of wear- 
ing comfortable, sensible shoes, even at 
the sacrifice of style, cannot be overesti- 
mated. If you have corns or callosities, 
the following prescription will remove 
them: 


Extr. cannabis gr. iii 
Salicylic acid gr. XXx 
Oil of turpentine mm. xv 
Glacial acetic acid mm. x 
Cocaine gr. vl 
Collodium fl. oz. v 


Apply a thin coating every night over 
that of the preceding night until the 
whole drops off, bringing the corn with 
it. Keep bottle well corked. 

D. Wrenching and straining of the 
sacro-iliac joint is not uncommon. To 
relieve and prevent this condition, a wide 
belt of some unyielding material such as 
canvas or leather should be worn snugly 
around and including the pelvic bones, 
thus holding the sacrum and ilium tightly 
together and relieving the strain on the 
ligaments. This belt should be applied 
in the recumbent position. 

E. To strengthen and harden the 
muscles by exercise and massage are good 
prophylactic measures in lumbago. Rest, 
hot applications, diathermy and _ large 
doses of the salicylates and drachm doses 
three times a day per rectum are good 
curative measures. 

3. Allergic Skin Reactions and Derma- 
titis—I have repeatedly seen all sorts of 
rashes and dermatitis due to drugs and 
chemicals which I believe have an al- 
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lergic! etiology rather than are a mere ir- 
ritation, for the following reasons: 4. 
There are as a rule other allergic man- 
ifestations in the patient, such as asthma, 
hay fever migraine and gastro-intestinal 
allergy.2, B. There is a family history 
of allergy in parents, brothers, sisters or 
offspring. C. Introduction of the allergic 
substance promptly provokes symptoms 
and its elimination promptly restores the 
skin to normal. D. The patch and skin 
tests are frequently positive. E. The rash 
is frequently not limited to parts exposed 
to the chemical, but is present in other 
parts of the body. The long exposure to 
the chemicals before skin manifestations 
appear, sometimes for longer than twenty 
years, would speak more for sensitivity 
than for mere irritation. On both the dor- 
sal and the palmar surfaces, I have seen 
itching, burning and exuding of serum 
from vesicles, which dry and form crusts. 
Sometimes, the continued scratching and 
irritation results in formation of fissures, 
particularly at points of greatest flexion. 
The nails may become discolored and 
fissured and there are redness and irrita- 
tion about the nails. 

Eczema in all its forms may be present. 
I have seen this caused by cocaine, novo- 
caine, procaine, mercury, formalin, iodo- 
form, phenol, alkalis, acids, soaps, x-ray 
developing solutions, iodine and anesthet- 
ics, especially apothesin. If you are sen- 
sitive to any of these chemicals, it is best 
to eliminate it completely and substitute 
something else. If this is impossible, pro- 
tective measures should be taken, such as 
the wearing of rubber gloves, mixing 


these chemicals in a mortar instead of the 


1. Lintz, William: Treatment of Bronchial 
Asthma by Sterile Abscess Formation, J. Al- 
lergy, 4:540 (Sept.) 1933. 


2. Lintz, William: Diagnosis and Treat- 
ment of 224 Cases of Gastro-Intestinal Al- 
lergy, New York State J. Med., 34 (April 1) 
1934, 
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palm and wearing a mask to prevent in- 
halation. Desensitization may be insti- 
tuted by injecting minute doses of the 
chemical in question once every four or 
five days, increasing the dose gradually 
until tolerance is established. 

4. Mercurial Poisoning.—Mercury 
can enter the body through the gastro- 
intestinal tract, skin and _ respiratory 
system. I shall not speak of the violent 
fulminating type of poisoning with which 
you are all familiar, characterized by 
stomatitis, salivation, gingivitis, ulcera- 
tion, loosening of teeth, fetid odor, etc., 
with marked gastro-intestinal symptoms, 
abdominal pain, cramps and diarrhea. 
This form I do not see in dentists. But 
I do see a form of poisoning which is in- 
sidious in its onset, characterized by gen- 
eral ill-health, lack of energy and ambi- 
tion, fatigue, headache, sleepiness, nerv- 
ousness, tremor, anemia, soreness of the 
gums, decay of the teeth, nasal catarrh, 
sore throat, vague gastro-intestinal dis- 
orders, anorexia, indigestion, gas, belch- 
ing, heartburn, abdominal discomfort, at- 
tacks of constipation or looseness of the 
bowels. Traces of mercury, albumin and 
a few red blood cells are frequently 
found in the urine. 

I find a definite lvmphocytosis in the 
great majority of dentists that I have ex- 
amined. These cases clear up only on 
elimination of all sources of mercury 
poisoning. By eliminating all sources, I 
mean not only to stop mixing mercury 
in the palm of the hands and then wipe 
away with vour fingers the excessive 
amount which overflows the cavity, not 
only to scrub and wash from your hands 
the minutest traces of mercury before 
eating, but particularly to stop throwing 
mercury on the floor, for I believe that 
the prolonged inhalation of mercurialized 
dust is a far more potent factor. Labora- 
tory air has been found to contain as high 
as 0.3 mg. of mercury per cubic meter. 
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It is this throwing away of minute quan- 
tities of mercury over prolonged periods, 
in rooms in which you spend your days, 
that is particularly dangerous; for no one 
throws away large quantities. Mercurial 
amalgams should be mixed in a mortar 
and rubber gloves worn. In many cases, 
that was not enough to clear up the above 
mentioned symptoms. Only when all 
mercurialized dust was eradicated by 
thoroughly cleaning the room did all 
symptoms vanish. I doubt greatly 
whether a case of mercury poisoning has 
been made out against the mere presence 
of amalgam filling in the teeth. There 
are cases described in the literature, but 
the patients must have been extremely 
hypersensitive to mercury. I have seen 
no such cases. 

5. Exposure to Contagious and Infec- 
tious Diseases.—This is a real menace to 
the dentist. Many local diseases of the 
mouth and stomatologic expressions of 
general disease are disseminated by the 
direct contact and droplet method, 
emanating from the mouth of patients in 
the process of breathing, talking, sneez- 
ing, coughing, etc. To protect himself 
against these, the dentist should wear a 
surgeon’s operating mask, cap and 
gloves. In general, he should not stand 
too close to the mouths of patients. Mus- 
taches, etc., should be removed to prevent 
the harboring and dissemination of dirt 
and germs. 

It is of the utmost importance not 
only for the patient’s but also for the 
dentist’s own welfare and that of his 
family, to recognize the stomatologic ex- 
pressions of the following genera! dis- 
eases which I have described in detail 
elsewhere.* 

A. Measles with its Koplik spots. 

B. Scarlet fever with its characteristic 
raspberry or strawberry tongue. 


3. Lintz, William: D. Cosmos, 76:472 
(April) 1934. , 


The Journal of the American Dental Association 


C. Diphtheria with its diphtheritic mem 
brane. 

D. Mumps with its swollen parotids 
and the red swollen orifice of Stenos duct. 

E. Coryza with its catarrhal inflamma- 
tion of the upper respiratory tract or para- 
nasal sinuses. 

F. Influenza with its sore throat, 
pharyngitis and dilated, paralyzed capil- 
laries appearing as small red lines in the 
mouth. 

G. Acute tonsilitis showing large, in- 
flamed, infected, painful tonsils. 

H. Rheumatic fever with its intense 
pharyngitis. 

I. Erysipelas with its intense, diffuse 
redness and painful swelling which spreads 
by continuity. 

J. Septicemia and bacteremia with its 
diagnostic petechiae. 

K. ‘Typhoid fever in its ambulatory 
form, presenting a heavily furred greyish 
yellow tongue which is bright red at the 
sides with a similar triangular area on the 
dorsum. 

L. Tuberculous ulcer with its intense 
pain and dysphagia. 

M. The chancre and mucous patches 
of syphilis, which is particularly important. 
(Trib, who collected 669 cases of extra 
genital chancre, found 638 cases in physi- 
cians and 31 cases in dentists; the initial 
lesion appearing nearly always on the fin- 
gers. These cases are particularly sad 
because of the tremendous frequency and 
proclivity to involve the nervous system, 
resulting in general paresis or locomotor 
ataxia. I have seen cases where the chancre 
on the finger was undiagnosed and years 
later when the nervous manifestations of 
the disease made their appearance the true 
conditions of affairs were first recognized 
and corroborated by the positive Wasser- 
mann reaction.) 

N. The sputum of bronchiectasis, ab- 
scess and gangrene of lung. 

O. Trench mouth,* which seems to be 
more frequent than ever. I wonder whether 


4. Lintz, William: Medical Diagnosis of 
Pathologic Condition of Face and Jaw, 
J.A.D.A., 19:1805 (Oct.) 1932. 


t 

ha 

te 

t 
f 
di 
te 
af 
e 
b 
h 
re 
ey 
S 
so 
d 
f 
cc 
t 
f 
I 
al 
i 
le 
fe 
i 
pr 
I 
S 
t 
fis 
1S 


the lack of sterilization and even cleanliness 
of the glasses of the beer houses which 
have cropped up like mushrooms with the 
termination of prohibition, can have some- 
thing to do with it. 

6. Wounds of Fingers.—These lesions 
from bites and other forms of trauma 
should be carefully disinfected with io- 
dine or phenol neutralized by alcohol. 

7. Protection of the Eyes.—To pro- 
tect his eyes, the dentist should not work 
without glasses, even if they are only 
window panes. Flying tartar will dam- 
age the cornea and every droplet in the 
eye from coughing or expectoration, 
bleeding, etc., should be considered as a 
highly potential source of infection, ir- 
respective of the patient’s ailment. The 
eye should be thoroughly washed with 
saline or boric acid and a 10 per cent 
solution of argyrol instilled for thorough 
disinfection. 

8. Danger from Plaster W ork.—This 
frequently leads to rhagades. 

9. Neurasthenia.—This is exceedingly 
common among dentists. I find more 
than half suffer from it in spite of the 
fact that they usually take week ends off. 
I believe it is due a great deal to working 
in closed rooms, with prolonged strained 
attention of muscles and eye, the narrow- 
ing of chests from the working position 
leading to heart displacement and inter- 
ference with its action, and, particularly 
in my experience, to chronic mercury 
poisoning and allergic® conditions, such as 
I have previously described. No dentist 
should work more than six hours a day. 

10. Low Blood Pressure.—In a per- 
sonal communication, Robert J. Vane, of 
the Metropolitan Life Insurance Com- 
pany, informs me that: 

There are unfortunately no complete 
figures on occupational mortality in the 
United States from which we could deter- 


5. Lintz, William: High Blood Pressure 
Problem, M. J. & Rec., 137:411 (May 17) 
1933. 
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mine accurately the relative mortality of 
dentists. However certain unpublished 
figures in the files of the U. S. Bureau of 
the Census covering the year 1920 indicate 
that dentists have a somewhat lower mor- 
tality than do occupied males generally. 
British figures covering the years 1921 to 
1923 show virtually the same result. The 
death rate for dentists from all causes in 
that investigation was about 10 per cent 
less than for all occupied and retired males, 
ages 20-65. In common with members of 
other classes in the upper stratum of so- 
ciety, dentists show an excess death rate 
from diabetes and diseases of the digestive 
system. Higher death rates are also found 
for chronic nephritis and suicide in the 
British investigation. 

Why should dentists have a mortality 
of 10 per cent less than other people? 
Their work is certainly not a sinecure. 
This is evidenced by the report of the 
American Life Insurance Societies for 
the year 1921-1923, where total and par- 
tial disability was not only much higher 
than in the rest of the population, but 
was also practically as high as in physi- 
cians who suffer from an unusually 
high disability rate; and this in spite of 
the fact that the dentist does not have 
to contend against wind, weather, hard- 
ships of the country practitioner, dis- 
turbed nights, no week ends or holidays, 
etc. The exact disability figures are: 

Physicians, 20,000 insured years; total 
disability, 5.99, partial, 1.68. 

Dentists, 10,000 insured years; total 
disability, 5.33, partial, 1.54. 

General, 4.46, partial, 1.33. 

Lawyers and jurists, 3.18, partial, 
1.18. 

How would you harmonize the facts 
that they have a lowered death rate and 
a higher disability rate? I believe this 
mystery can be explained in only one 
way. I have found that dentists suffer 
from low blood pressure. In more than 
150 dentists, I have found the blood 


pressure around 100 systolic and around 
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60-70 diastolic in over 75 per cent. The 
exact cause of this is not clear to me, un- 
less it is the conditions that I previously 
described which contribute to make them 
nervous. I have elsewhere reported low 
blood pressure in most of these mentioned 
causes. On this basis, the apparently con- 
flicting statements of lower death rate 
and higher disability rate harmonize per- 
fectly. That low blood pressure is con- 
ducive to longevity is well known. That 
this low blood pressure® frequently sub- 
jects one to many disabling influences is 
also well known. In other words, one is 
sick frequently, but dies infrequently. 
11. Diabetes—Dentists show an ex- 
cessive death rate from diabetes’ and dis- 
eases of the digestive system.® I believe 
that both are caused by eating too fast. 
I have found that if we eat fast, we eat 
too much, which, in my experience, is by 
far the most frequent cause of obesity. 
Dentists eat fast and are overweight. 
Obesity I have demonstrated to be only 
second to heredity as the most frequent 
cause of diabetes. In most instances, I 
find that even if we have an inherited 
tendency to diabetes, we will remain free 
from the disease provided we are not 
overweight. Particularly, those who have 
such histories should see that they are 10 
pounds underweight, and we. will find 
that they rarely develop diabetes. 
Obesity must be avoided for other rea- 
sons besides diabetes. It is conducive to 
high blood pressure and heart and kidney 
disease, and increases the mortality in 
various other diseases and in operations. 
Thus, insurance statistics prove that men 


6. Lintz, William: Consideration of High 
Blood Pressure in Small Lungs, Internat. 
Clin., 4:175, 1927. 


7. Lintz, William: Endocrine Glands and 
Teeth, Endocrinology, 15:57-61 (Jan.-Feb.) 
1931. 


8. Rowe, A. H.: Gastro-Intestinal Allergy, 
J.A.M.A., 97:1440 (Noy. 14) 1931. 
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below 5 feet 7 inches, at the age period 
of 40-44, who are 20 per cent overweight, 
have an added mortality of 30 per cent 
above normal weight people; and if over 
40 per cent overweight, the increased 
mortality is nearly 80 per cent. In 
people over 5 feet 10 inches, it is even 
more serious. Overweight of 20 per cent 
in those 40-44 years of age means a 40 
per cent increase in mortality, and a 40 
per cent increase in the weight doubles 
this mortality. Those who are below the 
average for age and height when beyond 
the early stages of adult life show the 
greatest length life. You will find that, 
other things being equal, fat men will 
fall short in accomplishment as compared 
with the man whose height and weight 
are normal. If you are overweight, re- 
duce to normal. I find that, as a rule, in 
dentists three factors are concerned in 
obesity. They are, in the order of fre- 
quency, overeating, lack of exercise and 
glandular derangement, particularly of 
the thyroid, pituitary or gonads. 

A. Diet. The following menu con- 
tains but 1100-1200 calories and I find is 
very efficacious in reducing. 

Ist day: Breakfast: One-half large 
grapefruit, tea or coffee, sugar 1 lump, 
cream average amount, egg. Lunch: 
Lamb chop, string beans, 2 crackers. 
Dinner: 1 cup consommé, lean roast beef, 
spinach, one-half inch slice of bread, 2 
slices pineapple, lettuce (vinegar and 
lemon), demitasse. 

2nd day: Breakfast: Orange, tea or 
coffee, 1 lump sugar, cream average 
amount, egg. Lunch: Roast beef, lean, 
medium size, tomato, lettuce, bread, one- 
half inch slice, tea with lemon. Dinner: 
Consommé or bouillon, bluefish, halibut 
or cod, peas, potato baked or boiled, one- 
half large grapefruit. 

3rd day: Breakfast: One-half large 
grapefruit, tea or coffee, sugar, 1 lump, 
cream average amount, shredded wheat, 
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skimmed milk, 1 cup. Lunch: Skimmed 
milk, 1 cup, crackers 4, large orange. 
Dinner: Raw oysters, roast chicken, or 
one-half broiler, onions, boiled potato, 
small, 1 serving of endive, mineral oil 
and vinegar, one-quarter honeydew 
melon. 

4th day: Breakfast: One-quarter 
honeydew melon, coffee, sugar, 1 lump, 
cream average amount (1 tablespoon), 
toast, one-half inch slice. Lunch: 
Chicken, bread, one-half inch slice, 2 
lettuce leaves and pickle, tea with lemon. 
Dinner: Clam or tomato juice, 1 cup, 
round steak, broccoli, potato, baked or 
boiled, bread one-half inch slice, lettuce 
and medium sized tomato, orange. 

5th day: Breakfast: One-half large 
grapefruit, tea or coffee, sugar, 1 lump, 
cream, average amount, egg. Lunch: 
Tuna fish, shrimp, lobster, lettuce and 
tomato, 1, crackers, 2, tea with lemon, 1 
lump of sugar. Dinner: Consommé or 
bouillon, lamb roast, carrots, 3 table- 
spoons potato, baked or boiled, lettuce, 
mineral oil and vinegar, peach or pear, | 
demitasse. 

6th day: Breakfast: Large orange, tea 
or coffee, sugar, 1 lump, cream, average 
amount, bread, one-half slice. Lunch: 
Lamb roast or 2 lean chops, string beans, 
3 tablespoons, bread, one-half inch slice, 
tea with lemon, and 1 lump of sugar. 
Dinner: Clam or tomato juice, fish, 
boiled, broiled or baked, spinach, 2 table- 
spoons, potato, baked or boiled, lettuce 
and tomato, 1, one-half large grape- 
fruit. 

7th day: Breakfast: One-half large 
grapefruit, tea or coffee, sugar, 1 lump, 
cream, average amount, toast one-half 
inch slice. Lunch: Pot cheese, one-half 
glass, celery, 3 stalks, crackers, 2, tea 
with lemon and 1 lump of sugar. Dinner: 
Consommé or bouillon, corned beef, cab- 
bage, potato, baked or boiled, endive and 
lettuce, jello, demitasse. 
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B. Exercises: In standing, the heels 
should be together, hands at side, head 
erect and abd@men in. 

By the term “resistance exercise,’’ we 
mean the working of one set of muscles 
against another. Gradually one set of 
muscles is relaxed just enough to allow a 
given motion to be accomplished. Each 
exercise is to be done slowly and rigidly, 
while the attention is fixed upon the part 
being exercised. This fixing of the at- 
tention on the part exercised has much to 
do with the success of the system, as it is 
a training in itself. 

Exercise where the air is cool and when 
lightly and loosely clothed, and not sooner 
than two hours after a good sized meal. 

Always follow the system, gradually 
increasing the number of each exercise. 
Add one to the number every three days, 
starting with number one. Ten of each 
is sufficient at one time. 

Standing as above suggested, slowly in- 
spire, raising the chest as high as possible, 
pulling the abdomen in. Slowly expire. 
but do not flop down. 

Inspire deeply, then first pull in the 
abdomen and protrude it again forcibly. 
This is to be done more jerkily than other 
exercises. 

For exercise of the upper extremities: 

1. Assume the proper attitude—palms 
toward body—and stiffly raise the arms to 
the horizontal, fingers extended stifly— 
inhaling while raising the arms, and 
slowly carry the arms to the side, mean- 
while exhaling. 

2. Repeat except that the arms are 
carried stiffy up straight above the head 
without bending elbows. 

3. Carry the arms up in front of the 
body, palms down. 

4. In the same way, palms backward. 
carry arms behind the body. 

5. Starting from correct posture, 
slowly clench the fist and carry the 
clenched fists up the side of the body— 
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inspiring—and slowly returning to the 
original position. 

For exercise of the lower extremities: 

1. Assume correct posture. Slowly 
raise the knee just as high as possible, 
first one leg and then the other. 

2. Assume correct posture and slowly 
raise up on the toes and down again. 

3. Separate the feet a little and slowly 
squat until the buttocks touch the heels. 

Abdominal exercises are to be done 
only when so instructed : 

1. Assume correct standing posture 
and raise arms straight up, palms for- 
ward, keeping the side of the arms touch- 
ing the ears. Bend at the waist, swing 
the arms toward the toes, keeping the 
knees from bending. 

2. Lie flat on the back and slowly 
raise the feet to the vertical. 

3. Lie flat on the back, put the toes 
under a heavy chair, bend at the hips and 
assume a sitting posture. Try to have the 
shoulders leave floor last and touch first 
in going down. 

4. Lie on the side, the lower arm sup- 
porting the head. With leg straight, 
point toes of uppermost foot and carry it 
as far forward as possible, then, describ- 
ing an arc through air, carry it as far 
back. 

C. Glandular derangement. To de- 
termine this, a basal metabolism test is 
necessary. 

12. Higher Death Rates.——These 
higher rates are also found for chronic 
nephritis and suicide in the British in- 
vestigation. I believe that insidious mer- 
cury poisoning and allergy® are important 
factors in chronic nephritis.2?° Neuras- 
thenia is a factor in suicide. 

13. Fast and Irregular Eating.—Fast 


9. Lintz, William: Gastro-Intestinal Bleed- 
ing in Asthma and Other Forms of Allergy, 
Boston M. & S. J., 190:980 (June 5) 1924. 

10. Lintz, William: Dental Focal Infection, 
D. Cosmos, 76:1149 (Nov.) 1934. 


and irregular eating, especially of indi- 
gestible food, gives rise to indigestion, 
gas, distension, belching, an uncomfort- 
able feeling or severe abdominal pain, 
constipation and various digestive dis- 
eases. Hyperacidity, according to Mona- 
han, the famous English surgeon, means 
peptic ulcer. I find that he is correct in 
most instances. So many dentists are 
continually taking alkaline powders and 
cathartics without bothering to establish 
a diagnosis and eradicate the cause. This 
is certainly the wrong practice. Take at 
least one regular hour for your meals, 
two hours would be better. Eat slowly, 
chew your food thoroughly, and eat mod- 
erately of simple dishes of carbohydrates, 
proteins and fats in the form of vege- 
tables, fruits, cereals, dairy products, 
meats, fish, eggs and nuts. On the av- 
erage, you should consume 400-500 gm. 
of carbohydrates, yielding 1,600-2,000 
calories, 75 gm. of protein, yielding 300 
calories, and 100 gm. of fat, yielding 950 
calories. This will give a total of about 
3,200 calories, which is ample and suffi- 
cient for the average dentist. Whenever 
insufficient sunshine is obtained, and dur- 
ing the winter months especially, take 30 
drops of viosterol daily. In handling io- 
dine in his work, the average dentist ab- 
sorbs enough sometimes to lead to mild 
symptoms of hyperthyroidism. If you 
handle no iodine, take daily internally 1 
drop of the tincture, in water. 

14. Use of Tobacco.—Excessive smok- 
ing is injurious, particularly to the den- 
tist, who constantly needs a steady hand, 
free from tremors, and acute vision. Nico- 
tine produces and aggravates digestive, 
cardiovascular and nervous and upper 
respiratory tract disturbances. These 
systems are already made vulnerable by 
his vocation. He should stop smoking 
completely if he exhibits weakness in 
these tracts or if he is one of those hyper- 
sensitive to nicotine; otherwise three or 
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four cigarets daily, away from the office, 
will do no harm. The odor of tobacco is 
objectionable to many and the stained 
yellow fingers are distasteful to all your 
patients. 

15. Use of Alcohol_——Whatever has 
been said of tobacco holds good for alco- 
hol. A little alcohol consumed away from 
office hours will harm nobody. In ex- 
cessive amounts and during office hours, 
its use is highly objectionable. 

Personally, I find the benefits supposed 
to be derived from alcohol and tobacco, 
are the products of the imagination. Nico- 
tine stimulates the suprarenals slightly, 
liberating epinephrine, which causes the 
liver to liberate a little glucose in the 
blood stream. If you need sugar in the 
blood, take a bit of candy. 

16. Care of Eyes.—I will not speak 
about the importance of good sight in 
your work. You realize this better than 
I do; but I will speak about the conserva- 
tion of vision from a different angle; 
from the old man’s point of view. When 
a dentist’s eyesight has failed, he is an old 
man irrespective of his years. Nothing is 
so characteristic of old age as failing eye- 
sight. —The soup spots on your vest and 
tie, the cobwebs and uncleanliness, the 
defective plumbing and poor ventilation 
and lighting of your office, the shabby 
clothes, the uncleanliness of body and of 
hands in particular, I find are the results 
not only of habits but also of poor vision. 
These operators are old men and they 
simply do not see these things. You will 
find that they are interested in less and 
less, because they read less and less, with 
the exception of the headlines of the 
newspaper, practically the only thing 
these old men can see. If you suffer from 
myopia, hypermetropia or astigmatism, or 
even if the vision is normal, have the eyes 
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examined every two years, not by an op- 
tician but by an ophthalmologist. Con- 
serve your vision. Whether northern ex- 
posure is better than southern exposure I 
believe makes no difference provided you 
have the proper and sufficient light. 

17. Relaxation —Learn to relax. The 
European and Oriental have made an art 
and science of it. The American has made 
an enigma of it. The ambitious “work 
while you rest” disciples are continuously 
after us to utilize our spare time—study 
German during the lunch hour, litera- 
ture in between patients, economics be- 
fore going to bed. Spare time should be 
wasted, not improved. Get all the sleep 
you can; stay in bed all day occasionally. 
Learn to be lazy, to dawdle, to enjoy an 


. empty mind. Then when you are called 


to effort, you can hit with ten times the 
power. The more thoroughly you do 
nothing when there is nothing to do, the 
better you do something when there is 
something to do. An hour’s labor when 
we are up to the mark, bright, keen and 
enthusiastic, is worth four hours’ effort 
when we are fagged. A game of cards or 
chess or hours spent with optimistic 
friends means relaxation and time well 
spent. Exercise in the open for at least 
one hour daily; an hour spent horseback 
riding, playing ball or tennis or golf, a 
long and aimless walk, calisthenics or a 
swim in the ocean is not a waste of 
time. 

18. Don’t bother to forgive your ene- 
mies; just ignore them. 

It is a poor motto which tells you that 
to attain success, you must keep ever- 
lastingly at it. This brings poor results, 
slip-shod products and fifty-seven diseases 
and 311 ‘complications. “Keep fit’ is 
better than “keep at it.” 


36 Plaza Street. 
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THE CAST SWAGED ALUMINUM BASE DENTURE* 


By DAYTON DUNBAR CAMPBELL, D.D.S., Kansas City, Mo. 


and one of the lightest of all 

metals, and, with the exception of 
silicon and oxygen, the most widely dis- 
tributed element in the earth’s crust. It 
is a whitish substance with a slightly blu- 
ish tint, a little harder than tin, which it 
resembles. It is about two and one-half 
times as heavy as water, but it is only 
one-third as heavy as iron, almost exactly 


A LUMINUM is the most abundant 


one-fourth as heavy as silver and one- 


seventh as heavy as gold. In tensile 
strength, it excels all other metals ex- 
cept iron and copper; yet it may be ham- 
mered into sheets or drawn into wires 
like gold and silver. A temperature of 
1160 F. is required to melt it. 

Sir Humphrey Davy, the great 
English chemist, in the early part of the 
eighteenth century, while decomposing 
potash, soda and strontia and setting 
free the metals which form the base of 
this large group of compounds, an- 
nounced to his friends the existence of a 
metal which he named aluminum. He 
never lived to see the small glittering 
metallic globules first assembled by 
Wohle in 1845, after repeating the ex- 
periments of Oerstad, the Dane, who, 
twenty years before, was the first to iso- 
late aluminum in the form of a gray 
powder. 

Almost everyone is familiar with the 
story of Charles Martin Hall, the young 
Oberlin college student, who, sitting in 

*Read before the Section on Full Dentures 


at the Seventy-First Annual Midwinter Clinic 
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class one day, was told by his professor 
of chemistry, “A fortune awaits the man 
who first discovers a method of produc- 
ing aluminum economically.” February 
23 marks the forty-ninth anniversary of 
the historic remark attributed to him, 
“Professor, I’ve got it.” Just a few 
years ago, he gave to his alma mater an 
endowment of three and one-half million 
dollars. 

Without exception, the best base upon 
which the dentist may mount artificial 
teeth is aluminum. It is a good conductor 
of heat and cold, and accordingly permits 
the tissues of the mouth to receive the 
stimuli which vary with the temperature 
at which different viands are partaken, 
and which, in many instances, give to 
choice dishes their characteristic and more 
palatable flavor. Aluminum does not 
contribute to a hyperemia of the tissues 
through maintaining them at an ab- 
normally high temperature, as is often 
the case when the area is covered with a 
vulcanite base. Such abnormal conditions 
as result from wearing vulcanite dentures 
are akin to the abnormal and discomfort- 
ing condition of the feet which the hunter 
experiences after he has worn rubber 
boots for a number of hours. One has 
but to note the normal pink, physiologic 
condition of the mouth wearing an 
aluminum base in order to be convinced 
that the superiority of aluminum as a 
material for denture bases is not imag- 
inary. 

Tests have been made with metals 
ordinarily employed in metal base den- 
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tures to determine their relative value in 
inhibiting bacterial growths which flour- 
ish in the mouths of patients who wear 
vulcanite dentures. W. J. Pryor, of 
Cleveland, Ohio, reports the results of 
tests conducted by himself and others 
which tend to confirm the fact that any 
one of the metals employed for denture 
bases is superior to vulcanite.t He also 
submitted the proposition that the in- 
crease in temperature under a vulcanite 
denture is not so much due to the fact 
that vulcanite is a poor conductor of 
thermal changes as “due to a hyperemia 
caused by the irritating products of bac- 
terial growth.” 

Many practitioners are obsessed with 
the idea that the aluminum cannot be so 
well adapted as vulcanite. The fact is 
that, with aluminum, the operator is 
confronted with less shrinkage than in 
the employment of rubber as a substitute 
for it. The obsession not infrequently 
results from experiences with laboratories 
which do not swage their aluminum bases 
to adaptation on their original casts, after 
casting them. Since the coefficient of ex- 
pansion and contraction is as great as it is 
in the process of casting aluminum, it can 
be regarded as scarcely anything but a 
species of malpractice to attempt to se- 
cure adaptation, without swaging in 
order to compensate for the shrinkage 
that occurs. If it were possible to alloy 
aluminum so that this shrinkage would 
not take place, the necessity of swaging 
would be eliminated ; but aluminum thus 
alloyed, while it might serve some other 
purposes very acceptably, could not serve 
those of the prosthetist. He could not 
use it, because, in the fluids of the 
mouth, alloyed aluminum would become 
an element of a galvanic battery, in 
which the presence of the alloy, together 


1. Pryor, W. J.: Inhibitory Action on Bac- 
terial Growth of Certain Dentures, J.A.D.A., 
11:195 (March) 1924. 
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with the aluminum, would result in dis- 
integration of the latter metal. Such 
disintegration is similar to that which 
takes place, for example, in the wet cells 
in which the zinc and copper elements 
are immersed in a solution of blue vitriol 
or copper sulphate. 

On account of this tendency of alloyed 
or impure aluminum to disintegrate un- 
der the influence of electrolytic action, 
many dentists refuse to have anything to 
do with the aluminum base. They say 
that, after a few years, it becomes full of 
small holes. This objection usually is 
raised by the older men of the profession, 
and their objections once were well based. 
Thirty years ago, it was impossible to 
secure aluminum pure enough for the 
prosthetist’s purpose. The manufacturers 
had not succeeded in eliminating the 2 or 
3 per cent of iron and silicon. Today, 
aluminum of 99.8 per cent purity is ob- 
tainable. 

At that time also, practitioners were 
accustomed to swage a 26-gage aluminum 
blank between the die and counterdie. In 
the process, no doubt, a small particle of 
foreign metal became imbedded in the 
finished base, and, after a short while, 
the electrolytic action mentioned in the 
foregoing resulted in the destruction of 
the denture. 

I am so cautious about keeping the in- 
got pure that I do not attempt to reduce 
it to usable ingots except by heating in a 
gas oven almost to the melting point and 
then pinching off the required amount 
for a single casting until the original in- 
got is used. The jaws of a vice will, if 
unprotected, release enough iron to con- 
taminate this pure aluminum, not to 
mention the possible harm a saw, file or 
hammer will do. 

Not a few of those who have regarded 
the aluminum base with favor have com- 
plained that the vulcanite draws away 
from its attachments on the base. It is 
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patent to all who have engaged them- 
selves with these materials that vulcanite 
and aluminum are not compatible. We 
know that aluminum and tin are com- 
patible. Further, we know that it is al- 
most impossible to separate the tinfoil 
and the rubber if we neglect to soap the 
tinfoil before closing the flask for the last 
time. Accordingly, we began by putting 
a layer of tinfoil between the aluminum 
base and the rubber. At the present time, 
we use a thin layer of weighted rubber 
(weighted with shavings or filings of 
tin) instead of the layer of tinfoil for- 
merly employed. It may be observed 
that the objection as stated is as valid 
against gold bases as it is against alu- 
minum, and there is never any occasion 
for the objection in either case, if a suffi- 
cient number of grids or ties or retainers 
are provided. 

The cast is made much thicker than 
when vulcanite dentures are contem- 
plated. In fact, the thickness should ap- 
proximate the breadth. These dimensions 
represent the strongest form of solid 
known to physics, and such form is de- 
sired to withstand the stress to which the 
cast will be subjected during the swaging 
process. It is unnecessary to pour a metal 
die, since a stone cast satisfies every ordi- 
nary requirement. 

After the cast is trimmed, the relief 
over the hard areas is supplied through 
the use of physician’s adhesive tape cut to 
shape and size as required by the indi- 
vidual case. This adhesive is attached to 
the cast, and the edges, as well as any 
fullness of the tape, are sealed with a 
minimum amount of wax. Only a mini- 
mum amount of wax should be used. The 
tape is not intended to provide an air 
chamber, but only to afford relief. The 
cast is now soaked in water and a dupli- 
cate made by one’s favorite method. I 
use a cheap refrigerator dish with two 
holes ground in the base, and mounted 


over the model to be reproduced, poured 
with the liquid content of a double boiler 
in which previously have been placed 
remnants of a commercial gelatinous 
preparation used in taking partial im- 
pressions. 

This mold is now filled with crown 
and bridge investment until it is about 
one-third or one-fourth the thickness of 
the original model. A good investment 
consists of 34 pounds of white lake sand, 
2 pounds of cast plaster and 1} pounds of 
painter’s silex. When the investment 
material is sufficiently hardened, the cast 
is removed from the mold and trimmed 
neatly, all loose particles being removed 
which might become incorporated in the 
wax pattern during the process of adapt- 
ing. The surface of this cast is then 
polished with soapstone or cheap talcum 
powder. 

In making the wax pattern, any wax 
which, in an open flame, will burn free 
of residue may be employed successfully. 
This, together with a wax sprue former 
for making wax wires, a spatula and a 
knife and a clean sheet of paper upon 
which to lay these, will constitute the re- 
quired equipment. 

The wax is warmed slightly over the 
Bunsen flame and adapted to the dupli- 
cate cast, the operator beginning with the 
palatal surface and taking care not to 
stretch the wax and make it too thin. 
Where it is too thin, the cast will show 
through with a whitish effect. These 
places should be thickened, wax from a 
hot spatula being employed for the pur- 
pose. The labial and buccal borders of 
the wax are pressed firmly against the 
cast and the excess material is cut away 
with a warm knife blade. The entire 
border of the wax pattern is now sealed 
to the cast with the hot spatula. A 14- 
gage wax wire is expressed from the wax 
sprue and wire former and, beginning at 
the posterior buccal border, it is laid 
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against the wax pattern and brought over 
the crest of the ridge at a point about 6 
or 8 mm. from the posterior border. It 
is then carried along a line that would 
represent the gingival border of the nat- 
ural teeth on their palatal aspect. This 
wax wire terminates on the opposite side 
of the case symmetrically with the con- 
tour of the beginning side. Formerly, I 
continued this wire along the labial and 
buccal peripheral borders, but the result- 
ing castings cannot be swaged to adapta- 
tion at these points so readily, when these 
borders are thus thickened. The wire in 
position, as described, is sealed along the 
palatal surface of the wax pattern in such 
manner that it becomes an integral part 
of the palate. It should be sealed lightly 
also along the buccal and labial aspects. 
The palatal surface should then be made 
as smooth as possible by projection of a 
flame against it very lightly with the 
chip-blower. The smaller the flame, the 
less likelihood there is of melting the wax 
too much. 

Wax wires (20 gage) are placed on 
the lingual border, bridging over to the 
crest of the ridge and appearing as you 
wish them in the finished base. The buc- 
cal and labial borders are furnished with 
a different kind of atachment so that 
these borders may remain thin and thus 
lend themselves to an easier adaptation 
to the cast. The attachments are made 
through the use of short pieces of wax 
wire, 3 mm. in length, attached to the 
wax pattern at intervals of about 3 mm. 
in such fashion as not to interfere with 
subsequent alinement of the teeth. Hold- 
ing the wax wire in the left hand, the 
operator touches the end of it against the 
wax pattern, and with the heated spatula 
laid lightly against the pattern at the 
point of contact, seals it in position, and 
then uses the spatula to sever the wire 
at the desired length. The ends of these 
wires are “balled” by using a common pin 
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to which a match is attached for a handle. 
Of course, this instrument may be made 
of copper and very much elaborated, but 
a common pin is equally serviceable and 
also in keeping with my practice of em- 
ploying simple instruments where the re- 
sults are as easily and satisfactorily se- 
cured. A spatula may not be used for 
this purpose, because the wax adheres to 
it instead of melting down on the wire 
to form the ball or knob desired. 

In forming the sprue, a piece of wax 
about 18 mm. in width is cut from the 
end of a sheet and folded lengthwise upon 
itself, and the open edges are sealed to- 
gether. This is then folded across itself 
to form a right angle, and the inside cor- 
ners are cut off to bring the ends parallel 
with, and so that they may be abutted 
against, the posterior border, where the 
heated spatula is used to make the sprue 
a continuation of the wax pattern. An 
auxiliary sprue wire is made of 10-gage 
or 12-gage wax wire and attached at the 
crest of the wax roll which forms the 
border of the palatal surface. The ante- 
rior end is attached at a point in the me- 
dian line and the posterior end is joined 
to the angle of the apex of the sprue. This 
auxiliary sprue may also be joined to the 
posterior border of the pattern in the 
median line, a short piece of this same 
wax wire being used. Care must be taken 
to seal the sprue to the portion of the 
duplicate cast that extends beyond the 
wax pattern, in order to avoid forming 
any crevices that will become filled with 
investment, and which, when the burning 
out process is finished, will leave spines of 
investment for the inrushing metal to 
break down and carry into the interior of 
the mold, an imperfect casting resulting. 

The duplicate cast is trimmed to size 
for the cow-bell flask so that, when in- 
vested, the sprue will rest slightly below 
the open end of the bell. All exposed 
portions of the duplicate case are now 
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trimmed to present a clean surface in 
order to assure a close union with the 
fresh investment. 

After the wax pattern is washed with 
a small brush rubbed on a cake of soap for 
the purpose of removing the greasy film 
on the surface of the wax, the cast, with 
the pattern on it, is submerged in a pan of 
water until it becomes thoroughly satu- 
rated, that it may not extract moisture 
from the new investment material with 
which it will be surrounded. The holes 
in the base of the cow-bell are sealed with 
pieces of wax and the inner walls of the 
bell moistened with water. 

Sufficient investment material (the 
same as that out of which the duplicate is 
made) to fill the cow-bell is mixed to a 
thin creamy consistency. The duplicate 
cast carrying the wax pattern is removed 
from the water and the excess blown off. 
It is then pressed into the investment and 
lifted out, and the material which adheres 
is jarred to place against the edge of the 
bowl, while the pattern is held in a hori- 
zontal position. This operation is re- 
peated until the entire surface of the pat- 
tern is covered. The remaining invest- 
ment is poured into the bell until it is 
about three-fourths full. Now, with the 
left hand holding the base of the bell 
against the bench at an angle of 45 degrees, 
the cast, held in the right hand, is brought 
down vertically into the investment until 
the cast (not the pattern) touches the side 
of the bell, when it automatically assumes 
under further pressure a position parallel 
with the sides of the bell flask. The cast 
is supported with the right hand while 
the flask is jarred to enable the pattern to 
settle until the end of the sprue is slightly 
below the open end of the flask. The jar- 
ring is continued until the fingers are 
entirely withdrawn. 

When the investment has hardened 
sufficiently, the crucible may be scraped 
out. A large vulcanite scraper is used for 


this purpose. It should be cut down until 
the main portion of the sprue appears 
in the bottom of it. It should then be 
widened in ovoid shape until the sides are 
within 1 cm. of the sides of the bell flask. 
Sufficient investment is cut away near the 
holes in the sides to admit the hooks of 
the casting chain easily. The crucible is 
now washed in running water to remove 
any loose particles. After an hour, it is 
inverted over a low gas flame or placed in 
the electric furnace to burn out the wax. 

The cow-bell method of casting alumi- 
num bases was originated by me early in 
1908, subsequently to Dr. Taggart’s an- 
nouncement of his method of casting gold 
in January of the same year. The flask in 
which the case is invested for casting is a 
No. 4 Hoosier cow-bell. This is supplied 
with a brass safety chain for use in swing- 
ing it. The cow-bell, as it comes from 
the hardware store, is adapted for this 
purpose in the following manner: The 
strap of the bell is held in a vise and 
pulled off. The head of the rivet that 
holds the clapper is filed off, the clapper 
driven out and the bottom straightened 
with a hammer. Near the mouth of the 
bell on each of the narrow sides, a small 
hole is drilled to receive the hooks of the 
chain. These hooks are made of baling 
wire, and about 6 inches from the loop in 
the chain, which serves as a handhold, the 
links are bound together with a smaller 
piece of wire. With the chain fastened 
in this way, the bell is prevented from 
tipping and spilling the molten alumi- 
num. 

If the cow-bell flask is placed over a 
large gas burner in order to burn out the 
wax, it is permitted to remain at low heat 
until the wax begins to flow, after which 
the flame may be increased as much as 
possible so as to shorten the time. When 
no discoloration remains around the sprue 
opening (usually, a carbon deposit forms 
about the opening during the escape of 
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the burning wax), the flask is removed 
from the flame and placed against a vul- 
canite flask or soldering block for support 
while the hooks of the casting chain are 
inserted. The ingot of aluminum which 
has been heating alongside the flask over 
the flame is now placed in the improvised 
crucible and a sufficient amount melted 
with the torch. An ounce of aluminum 
is usually enough for the largest cast. 
This is melted with a blow-pipe flame, 
using acetylene or “prestolite”’ together 
with compressed air. When compressed 
air is not easily available, the Torit Lab- 
oratory Torch No. 36, which uses acety- 
lene only, is most acceptable. When the 
aluminum has assumed a rose-red appear- 
ance, the torch is shut off and the chain 
adjusted to balance properly when held 
in the hand, and the operator steps to the 
center of the room and, with his arm ex- 
tended, makes a full-arm swing, similar 
to that which boys employ in swinging a 
pail of water. If the aluminum is per- 
mitted to get too hot, the casting will 
have an oxidized appearance. This oxida- 
tion may be removed later, i. e., after vul- 
canization, with a pledget of cotton sat- 
urated with hydrofluoric acid. If the mold 
is allowed to become too hot before cast- 
ing, the resulting base may not be of even 
thickness. The swinging movement is con- 
tinued until the metal has thoroughly 
crystallized ; which continues the pressure 
and maintains a uniform shrinkage. 

After taking the casting from the flask, 
all investment is removed except that 
which lies beneath the grids or attach- 
ments, and this is allowed to remain until 
the swaging process is completed. 

With heavy plate shears, the sprues are 
cut off and any surplus metal along the 
border is removed with the use of abrasive 
sandpaper wheels. The intaglio is exam- 
ined and any beads of aluminum are re- 
moved with a small vulcanite scraper. 
The casting is now forced upon the 
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original stone cast, and with a horn mal- 
let and a soft pine stick, the periphery is 
swaged and burnished and special atten- 
tion is given to the posterior portion. 
After this preliminary adaptation, the 
base, in position upon the cast, is covered 
with a piece of rubber dam and put into 
the putty swager and swaged with one 
blow from a 16-pound sledge hammer. 
I now employ a more effective method of 
delivering the blow for swaging. A pile- 
driver with a 50-pound weight is used. 
After this blow is struck, the case is re- 
moved from the swager and examined. 
In cases which require further swaging, 
the blow is repeated, but in no instance 
should the case be struck a second time 
without previous examination to make 
sure that the cast has not been injured. 

After removal from the cast, the base 
is further polished with cloth wheel, felt 
cones and pumice. A stiff vegetable brush 
and soda ash, or some one of the com- 
monly used household cleansers, are used 
to scrub out the investment from beneath 
the grids and to cleanse the base. In order 
to provide a definite line against which 
the vulcanite may be finished, a small 
coarse carborundum stone on the lathe is 
employed to finish to a clear cut edge the 
palatal aspect of the line which gives de- 
sign to the palatal portion of the base. 

The base is then supplied with a wax 
occlusal rim. The technic from this stage 
is similar to that for vulcanite dentures 
up to the point at which the case is packed 
with rubber. An aluminum base is packed 
with weighted rubber next to the metal. 
This rubber is used as thin as possible, 
over the surface to which the ordinary 
base rubber is to be attached. The ma- 
trix portion of the flask is packed as usual 
and a piece of cloth from which the starch 
has been washed is interposed between the 
two portions and the flask is closed. Sub- 
sequent steps are the same as those indi- 
cated with vulcanite bases. 
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After the denture has been finished and 
polished, the intaglio is etched with hydro- 
fluoric acid, which is applied with a small 
pledget of cotton on a match. This is 
neutralized by washing with soda and 
then is washed in clear water. Finally, 
both the intaglio and reverse surfaces are 
burnished with a tantalum ball burnisher, 
equal parts of bay rum and sweet oil 
being used as a lubricant. This burnish- 
ing serves to render the surface of the 
aluminum more dense. 

Contrary to the impression that alumi- 
num bases are lighter than other kinds, 
the specific gravity of aluminum ranges 
from 2.5 to 2.7, while that of vulcanite 
is from 1.15 to 1.75. 

“Aluminum is in the discard, and no 
doubt permanently so, not only from the 
economic standpoint, but also because the 
finished aluminum (base) denture is so 
lacking in certain physical qualities that 
it does not justify the time and effort ex- 
pended on its production.” This quota- 
tion from an article on stainless steel 
bases? is cited as proof that some of the 
outstanding men in the profession are not 
conversant with the admirable qualities 
of aluminum when converted into a case 
base for a denture. 

If my confréres Mauk and Larsen had 
enlarged on the phrase “lacking in cer- 
tain physical qualities,” we would have 
perhaps found that the physical deficien- 
cies referred to were: (1) the inability to 
construct attachments, grids or spurs on 
swaged aluminum sheets that would ef- 
fectively hold the material used to attach 
the teeth, and (2) the disintegration of 
the swaged aluminum after several 
months of wear, holes usually appearing 
in the palate of the base. 

Since nowhere in the article is mention 
made of the cast swaged aluminum base, 


2. Mauk, E. H., and Larsen, F. C.: Stainless 
Steel Dentures, J.A.D.A., 21:1541 (Sept.) 1934. 


we are constrained to believe that their 
reference was to the swaged sheet metal 
base abandoned twenty-seven years ago 
when it was found that pure aluminum 
99.8 fine could be cast and then swaged 
to a more perfect adaptation than any 
other metal used in dentistry, maintain- 
ing its integrity through the life of the 
patient because it does not contain the 
impurities of iron and silicon. Had Mauk 
and Larsen taken aluminum as a stand- 
ard instead of silver, and that cast and 
swaged according to the best known 
methods, its use would leave no alterna- 
tive save the stainless steel base. 

The stainless steel base is better than 
either aluminum or gold in one respect 
only—in thinness; and this, together 
with its beautiful chromium finish, is per- 
haps its greatest “selling point.” It runs 
a close second to the roofless denture in 
appeal to the senses. The swaged stain- 
less steel base presents no problem of con- 
struction, yet there is, to my knowledge, 
no place where they are constructed com- 
mercially that is not shrouded in mys- 
tery. I have yet to send in synthetic stone 
cast and have the resultant base, when 
returned to me, meet my ideas of adapta- 
tion. 

This is explained as follows: The den- 
tist sends his cast to the commercial lab- 
oratory. The cast becomes the master 
model for a duplicate in metal. Several 
of these metal dies are poured or cast and, 
in a series of swagings, the base is adapted 
to the duplicate of the master model. Be- 
fore mailing back to the dentist, in the 
instances I have observed a boy tries the 
finished electro-welded stainless steel base 
upon the case provided by the dentist. If 
it does not “cling,” he bends the two 
buccal borders inward toward the median 
line. At the posterior border, the base is 
bent down to the cast with a heroic auto- 
matic plugger. The majority of these 
cases “teeter” on the cast, but are suffi- 
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ciently satisfactory to a number of den- 
tists to cause them to write testimonials 
as to their perfection. 

The machinery for this purpose is usu- 
ally ponderous and massive and pressure 
is secured by hydraulics. Fifty tons per 
square inch is easily attained by dental 
swagers of the lever type, but require 
much more time to operate. 

The laboratories have shown a fine 
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spirit of cooperation. As none object to 
the kind of material that is used for pour- 
ing the impression, I always send the orig- 
inal die—cast in Haskell’s die metal i. c. 
in copper, 1 part, antimony, 2 parts, and 
tin, 8 parts, with the request that the 
final swage be made on this original. The 
tests for adaptation have in every in- 
stance been up to my arbitrary stand- 
ard. 


ROENTGEN-RAY DENSITOMETRIC MEASUREMENTS 
OF CHROMOPHOBIC AND CHROMOPHILIC 
AREAS IN DENTIN* 


By GRANT VAN HUYSEN, D.D.S.,7 Rochester, N. Y. 


INTRODUCTION 


FTER causing stains to pass from 
A the pulp cavity through the dentin 
into the enamel, Beust? noted that 

the dentin in newly erupted teeth became 
totally stained within ten days; whereas, 
the dentin in teeth from persons of ad- 
vanced age, or dentin affected by fillings, 
abrasion and caries, contained areas that 
were partially or totally resistant to the 
penetration of stains. From these obser- 
vations, he assumes that the distribution 
of stain in the dentin indicated the extent 
to which it had become impregnated with 
matter, calcific or organic. He writes 


*From the University of Rochester School 
of Medicine and Dentistry, Department of 
Pathology. 

*Read before the Section on Histology, 
Physiology, Pathology, Bacteriology and 
Chemistry (Research) at the Seventy-Sixth 
Annual Session of the American Dental As- 
sociation, St. Paul, Minn., Aug. 8, 1934. 

tRockefeller Fellow in Dentistry. 

1. Beust, T. B.: Reactions of Dentinal Fibril 
to External Irritation, J.A.D.A., 18:1060 
(June) 1931. 
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further that density increases with the in- 
flux of deposit and that “we may appro- 
priately term the degree to which the 
the tissues have thus become affected the 
degree of sclerotization.” From _ his 
studies, Beust* definitely names four types 
of dentin: primitive unmodified, trans- 
parent decalcified, sclerosed transparent 
and sclerosed opaque. The unmodified or 
stain-taking dentin he calls chromo- 
philic, and the physiologically modified 
sclerosed or stain-refusing dentin, chro- 
mophobic. 

In 1934, Beust? again gives a short re- 
view of past and prevailing opinions 
about the pathologic and _ physiologic 
changes in dentin and shows transmitted 
and reflected light photographs of stained 
sections to illustrate the various changed 
areas in dentin mentioned above. At the 
end of the.article, he refers to the roent- 
gen-ray absorption measurements of 
changed zones of dentin under caries by 

2. Beust, T. B.: Demonstration of Sclerosis 


of Dentin in Tooth Maturation and Caries, 
D. Cosmos, 76:305 (March) 1934. 
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Van Huysen e¢ al.’ and suggests that an 
attempt be made to determine the changes 
in the development of the tooth by means 
of stains and to correlate these changes 
with the measurements of the same areas 
made by the roentgen-ray densitometric 
method. 


PURPOSE 


It is purposed to make roentgen-ray 
densitometric measurements of stained 
tooth sections. The absorption values de- 
rived are then to be compared with the 
staining and optical properties of the den- 
tin measured. 
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0.80 and 0.85 mm., each tooth slab being 
planoparallel to within +0.01 mm. The 
planoparallel sections were then exam- 
ined by the roentgen rays, the films densi- 
tometered and data interpolated and 
tabulated, with the method outlined by 
Warren et al.® 

The penetrometer used is of pure cast 
aluminum and the average thicknesses of 
the various steps are given in Table 1. 
The average densitometer readings in the 
various steps of the penetrometers in nine 
films taken at 30 KV, 30 ma, 15 inches 
and 0.85 seconds are also given in Table 
1. By the plotting of density-thickness 


TABLE 1.—PENETROMETER THICKNESS AND DENSITOMETRIC READINGS 


Average |—— 


Densitometric 


Readings 


Thickness} Film S34 S34 $34 
E57 E58 


EXPERIMENTAL PROCEDURE 


Five tooth sections about 1 mm. thick, 
which had been stained for one week with 
an alcoholic solution of basic fuchsin, by 
Theodore B. Beust,* were received in 
water, examined and sent to the Bausch 
and Lomb Optical Company of Roches- 
ter. There, they were surface-ground 
planoparallel to a thickness of between 


3. Van Huysen, Grant, et al.: Quantitative 
Roentgen-Ray Study of Certain Pathological 
Changes in Dentin, D. Cosmos, 75 :729 (Aug.) 
1933. 


4. Beust, T. B.: Physiologic Changes in 
Dentin, J. D. Res., 11:267 (April) 1931; Re- 
sistance to Caries, ibid., 11:619 (Aug.) 1931. 
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E59 E60 F6l F62 
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curves, the densitometer readings in the 
dentin studied are interpolated into 
aluminum equivalents (Tables 2-6, densi- 
tometer readings and interpolated val- 
ues). 


DATA 


Each tooth slab studied is represented 
by a panel containing four illustrations. 
These are: (1) a photograph of the sec- 
tion by reflected light and enlarged 
twice; (2) a transmitted light image 


5. Warren, S. L., et al.: Quantitative 
Method for Studying Roentgen-Ray Absorp- 
tion of Tooth Slabs, Am. J. Roentgenol. Rad. 
Therap., 31:663 (May) 1934. 
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TABLE 2.—Darta For Tooru Section 74 (0.81 Mm. 
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made by placing the tooth section in con- 
tact with a negative, exposing it to light 
and enlarging it twice in printing; (3) a 
halftone drawing of the roentgen-ray im- 
age of the section, and (4) an outline 
drawing of the section made by project- 
ing the roentgen-ray image onto a white 
background, sketching the tooth and en- 
larging approximately two times by means 
of a pantagraph. In the outline drawing 
of each section, the interpolated values 
found by the procedures described above 
are written in at the approximate loca- 
tion at which the measurements are 
made. 

The staining of tooth sections with 
basic fuchsin differentiates them more or 
less markedly into areas of chromophilic 
and chromophobic dentin. The dentin of 
each of the stained tooth sections may be 
further classified under chromophilic den- 
tin into (1) primitive or unmodified and 
(2) transparent decalcified. The chro- 
mophobic areas also fall into two classes; 
namely, transparent and opaque. 

For clarity in arranging and discussing 
the data, a table is constructed for each 
tooth section (Tables 2-6). The tooth 
section and its accompanying transmitted 
and reflected light photographs are in- 
spected for the different types of chromo- 
philic and of chromophobic dentin 
mentioned above. Since no chromophilic 
decalcified dentin is to be measured in this 
study, there is no section set aside in the 
tables for this type of dentin. Densi- 
tometric measurements are then made in 
the three types of dentin to be considered 
and the data listed in the table for the 
corresponding tooth section in the first 
three columns reading from left to right, 
thus: Column 1. Unmodified (chromo- 
philic) dentin. Column 2. Transparent 
(chromophobic) dentin. Column 3. 
Opaque (chromophobic) dentin. From a 
study of the roentgenogram for each sec- 
tion, the radiopaque areas visible to the 
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eye are selected and densitometric meas- 
urements made and tabulated in column 
4 in the table. Finally, all of the inter- 
polated values in the coronal dentin are 
averaged and listed together with the av- 
erage interpolated value for the root den- 
tin (lower lefthand corner of each table). 

Tooth Section 74.—The data for the 
0.81 mm. thick tooth section, No. 74, are 
presented in Table 2, as follows: 

Column 1. Unmodified (chromophilic) 
dentin: no values. 

Column 2. Transparent (chromopho- 
bic) dentin: eight areas, Nos. 2, 5, 20, 
21, 12, 15, 16 and 17. The interpolated 
values from three films average 0.74, 
0.71, 0.72, 0.71, 0.70, 0.74, 0.73 and 
0.71 mm. Al, respectively. 

Column 3. Opaque (chromophobic) 
dentin: five areas measured, Nos. 6, 7, 
22, 23 and 24. The interpolated values 
from three films average 0.69, 0.72, 0.67, 
0.65 and 0.71 mm. Al, respectively. 

Column 4. Radiopaque dentin: seven 
areas measured, Nos. 1, 2, 5, 13, 19, 20 
and 21. The interpolated values from 
three films average 0.73, 0.74, 0.71, 0.72, 
0.74, 0.72 and 0.71 mm. Al, respectively. 

Coronal dentin: Average interpolated 
value is 0.70 mm. Al. 

Root dentin: Average interpolated 
value is 0.71 mm. Al. 

Tooth Section 78.—The data for the 
0.82 mm. thick tooth section, No. 78, are 
listed in Table 3, as follows: 

Column 1. Unmodified (chromo- 
philic) dentin: no values. 

Column 2. Transparent (chromopho- 
bic) dentin: four areas measured, Nos. 5, 
9, 11 and 14, with average interpolated 
values from three films of 0.76, 0.70, 
0.67 and 0.73 mm. Al, respectively. 

Column 3. Opaque (chromophobic) 
dentin: three areas measured, Nos. 19, 
20 and 23, with average interpolated val- 
ues from three films of 0.67, 0.66 and 
0.68 mm. Al, respectively. 
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Column 4. Radiopaque dentin: three 
areas measured, Nos. 3, 5 and 21, with 
average interpolated values from three 
films of 0.72, 0.76 and 0.70 mm. Al, re- 
spectively. 

Coronal dentin: Average interpolated 
value of 0.70 mm. Al. 

Root dentin: Average interpolated 
value of 0.69 mm. Al. 

Tooth Section 80.—The data for the 
0.84 mm. thick tooth section, No. 80, are 
listed in Table 4, as follows: 

Column 1. Unmodified (chromo- 
philic) dentin: two areas, Nos. 8 and 11, 
with average interpolated values from 
three films of 0.65 and 0.68 mm. Al, 
respectively. 

Column 2. Transparent (chromopho- 
bic) dentin: seven areas, Nos. 3, 4, 7, 
5, 10, 12 and 13, with average interpo- 
lated values from three films of 0.78, 
0.76, 0.77, 0.77, 0.71, 0.67 and 0.67 mm. 
Al, respectively. 

Column 3. Opaque (chromophobic) 
dentin: two areas, Nos. 1 and 9, with av- 
erage interpolated values from three films 
of 0.76 and 0.67 mm. Al, respectively. 

Column 4. Radiopaque dentin: two 
areas, Nos. 4 and 2, with interpolated 
values of 0.76 and 0.73 mm. Al, respec- 
tively. 

Coronal dentin: Average interpolated 
value of 0.76 mm. Al. 

Root dentin: Average interpolated 
value of 0.69 mm. Al. 

Tooth Section 82.—The data for the 
0.82 mm. thick tooth section, No. 82, are 
listed in Table 5, as follows: 

Column 1. Unmodified (chromo- 
philic) dentin: no values. 

Column 2. Transparent (chromopho- 
bic) dentin: twelve areas, Nos. 1, 7, 19, 
20, 24, 8, 9, 10, 12, 13, 22 and 23, with 
average interpolated values from three 
films of 0.80, 0.75, 0.83, 0.78, 0.79, 0.77, 
0.77, 0.76, 0.77, 0.75, 0.71 and 0.74 mm. 
Al, respectively. 


Column 3. Opaque (chromophobic) 
dentin: six areas, Nos. 3, 4, 5, 6, 17 and 
25, with average interpolated values from 
three films of 0.82, 0.79, 0.81, 0.77, 0.81 
and 0.69 mm. Al, respectively. 

Column 4. Radiopaque dentin: two 
areas, Nos. 19 and 24 with average inter- 
polated values from three films of 0.83 
and 0.80 mm. Al, respectively. 

Coronal dentin: Average interpolated 
value of 0.79 mm. Al. 

Root dentin: Average interpolated 
value of 0.75 mm. Al. 

Tooth Section 84.—The data for the 
0.83 mm. thick tooth section, No. 84, are 
listed in Table 6, as follows: 

Column 1. Unmodified (chromo- 
philic) dentin: four areas, Nos. 8, 9, 10 
and 11, with average interpolated values 
from three films of 0.72, 0.74, 0.77 and 
0.79 mm. Al, respectively. 

Column 2. Transparent (chromopho- 
bic) dentin: four areas, Nos. 1, 5, 6 and 
7, with average interpolated values from 
three films of 0.75, 0.66, 0.78 and 0.73 
mm. Al, respectively. 

Column 3. Opaque (chromophobic) 
dentin: three areas, Nos. 2, 3 and 4, 
with average interpolated values from 
three films of 0.80, 0.84 and 0.81 mm. 
Al, respectively. 

Column 4. Radiopaque dentin: two 
areas, Nos. 2 and 3, with average inter- 
polated values from three films of 0.80 
and 0.84 mm. Al, respectively. 

Coronal dentin: Average interpolated 
value of 0.77 mm. Al. 

Root dentin: Average interpolated 
value of 0.74 mm. Al. 

Table 7 contains the data in milli- 
meters Al for the roentgen-ray absorp- 
tion of the different types of dentin per 
unit thickness, as follows: 

Column 1. Thickness of tooth section 
in millimeters. 

Column 2. The average of the inter- 
polated values for the unmodified dentin 
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found in tooth sectiens Nos. 80 and 84, 
values of 0.67 and 0.76 mm. Al, respec- 
tively. 

Column 3. The average interpolated 
values in Column 2 divided by the thick- 
ness in millimeters of the corresponding 
tooth section. This gives a value of 0.80 
mm. Al, the absorption per unit thick- 
ness of unmodified dentin in tooth section 
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Column 5. The average interpolated 
values for transparent dentin (Column 
4) divided by the thickness in millimeters 
of the corresponding tooth section gives 
absorption values per unit thickness of 
0.89, 0.88, 0.87, 0.94 and 0.88 mm. Al, 
respectively. 

Column 6. The average interpolated 
values for the opaque dentin in the five 


Fig. 1—Tooth slab 74: 4, transmitted light contact photograph; B, reflected light taken on 
dark background; C, halftone drawing of roentgen-ray image of tooth slab; D, outline drawing 


’ of section containing interpolated values. 


80, and 0.92 mm. Al per unit of thick- 
ness for the unmodified dentin in tooth 
section 84. 

Column 4. The average interpolated 
values for the transparent dentin in the 
five tooth sections are 0.72, 0.72, 0.73, 
0.77 and 0.73 mm. Al, respectively. 


tooth sections are 0.69, 0.67, 0.72, 0.78 
and 0.82 mm. Al, respectively. 

Column 7. The absorption values per 
unit thickness for opaque dentin in each 
tooth section are 0.85, 0.82, 0.86, 0.95 
and 0.99 mm. Al, respectively. 

Column 8. The average interpolated 
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values for radiopaque dentin are 0.72, 
0.73, 0.74, 0.82 and 0.82 mm. Al, re- 
spectively. 

Column 9. The absorption values per 
unit thickness for radiopaque dentin in 
each tooth section are 0.89, 0.89, 0.86, 
100 and 0.99 mm. Al, respectively. 


COMMENT 


Figure 1 shows four illustrations of the 
0.81 mm. thick tooth section, Number 74, 
and in Table 2 are listed the data. Fig- 
ure 1, a, an enlarged (X 2) print of a 
negative exposed to light while in con- 
tact with the tooth section, shows a band 
of transparent dentin bordering the 
heavily stained dark red triangular area 
beneath the caries in the central occlusal 
fissure. This v-shaped band of trans- 
parent dentin corresponds to the radio- 
paque v-shaped form seen in the half- 
tone drawing of the roentgenogram (Fig. 
1, c). It has an average interpolated 
value of 0.72 mm. Al and is radiopaque 
and completely stain resistant or chromo- 
phobic; a type of dentin that is found 
well in advance of and interposed be- 
tween slowly progressing caries and the 
pulp chamber. 

In addition to this transparent dentin, 
the transmitted light photograph shows 
that most of the root dentin is also trans- 
parent (chromophobic). The average in- 
terpolated value of transparent root den- 
tin is also 0.72 mm. Al; the same absorp- 
tion value as for the transparent dentin 
produced as a result of the advancing 
caries. 

In the reflected light photograph of 
tooth section 74, there is, to the right of 
the heavily stained, coronal triangular 
area, a large area of white chromophobic 
opaque dentin and to the left there are 
narrow triangles of darker translucent 
unstained dentin mixed with the opaque 
dentin. Four areas are measured in the 
opaque coronal dentin which average 


0.69 mm. Al. There is a difference of 8 
per cent between areas 23 and 24 in this 
opaque dentin of the same type and a dif- 
ference of 4 per cent between the trans- 
parent and the opaque dentin, both of 
which are chromophobic. 

The halftone drawing (Fig. 1, c) 
shows two light bands arranged in the 
shape of a v with its base at the occlusal 
dentino-enamel junction and its apex to- 
ward the pulp chamber. The lighter 
shaded area indicates that this dentin is 
more resistant to the passage of roentgen 
rays than the darker shaded parts. Four 
areas are measured (numbers the same as 
the first four measurements under trans- 
parent dentin, Fig. 1, c, and Table 3). 
The average interpolated value for this 
radiopaque area surrounding the caries of 
the central fissure is 0.72 mm. Al. On 
the left hand side of the tooth section, the 
halftone illustration shows that there is 
another narrow band of radiopacity be- 
tween the left horn of the pulp chamber 
and the tip of the left dentinal cusp. The 
average interpolated value for this band 
is 0.73 mm. Al; very nearly the same as 
that for radiopaque and transparent den- 
tin in the v-shaped area in the center of 
the crown. It may be seen that the v- 
shaped radiopaque area corresponds to 
transparent dentin, while the straight 
band of radiopaque dentin corresponds to 
the opaque dentin. Each type is chromo- 
phobic. In this section, where opaque and 
transparent (chromophobic) dentin are 
radiopaque, they have the same average 
interpolated value. 

The average interpolated value for the 
coronal dentin is 0.70 mm. Al and the 
average interpolated value for the root 
dentin is 0.71 mm. Al. In this tooth, the 
dentin of the root portion absorbs the 
same amount of roentgen rays as the 
coronal part. 

Because sufficiently large areas of chro- 
mophilic or unmodified dentin are not 


4 


found in this section, it is impossible to 
compare the percentage of change that 
has taken place in the chromophobic or 
transparent opaque and radiopaque areas 
with unmodified or normal dentin. The 
one area, No. 8, of secondary dentin, al- 
though slightly opaque and chromopho- 
bic, gives an interpolated value which in- 
dicates that this type of dentin is 6—7 per 
cent less resistant than the transparent 


C 


Fig. 2.—Tooth slab 78: 4, transmitted light 
contact photograph; B, reflected light taken on 
dark background; C, halftone drawing of 
roentgen-ray image of tooth slab; D, outline 
drawing of section containing interpolated 
values. 


chromophobic dentin. From the average 
of the interpolated values (0.72 mm. 
Al), transparent dentin appears to be 
slightly more resistant to the passage of 
roentgen rays than opaque dentin (0.69 
mm. Al); a difference of at least 4 per 
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cent. Some of the opaque dentin gives 
low readings, i.e., area 23 (0.65 mm. Al) 
as compared with area 7 (0:72 mm. Al); 
which may be due to the fact that the 
opaque dentin seen is, in some cases, only 
on the surface and does not always or 
necessarily extend uniformly through the 
thickness of the section. 


Fig. 3—Tooth slab 80: 4, transmitted light 
contact photograph; B, reflected light taken on 
dark background; C, halftone drawing of 
roentgen-ray image of tooth slab; D, outline 
drawing of section containing interpolated 
values. 


Tooth Section 78.—Figure 2 shows 
four illustrations of the (0.82 mm. thick) 
tooth section 78, and in Table 3 are listed 
the data. In viewing the transmitted and 
reflected light illustrations, no measur- 
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able area of unmodified or chromophilic 
dentin is seen in this section. 

Of the four areas of transparent (chro- 
mophobic) dentin measured, only one (5) 
is located in the crown, and it has the 
highest absorption value (0.76 mm. Al) 
measured in this tooth section. This sec- 
tion is cut through one cavity, which 
is distinctly shown in the right side of 
the reflected light illustration, and at 
the edge of another, marked by a nar- 
row band of transparent dentin, at the 
left of the crown. Area 5 is located 
in the transparent (chromophobic) den- 
tin, which is usually found interposed 
between slowly advancing caries and the 
pulp. 

The other measurements of transpar- 
ent dentin are made in the root portion of 
the tooth section. These highly transpar- 
ent (chromophobic) areas yield an aver- 
age interpolated value of 0.70 mm. Al; 
which is at least 8 per cent less resistant 
to the passage of roentgen rays than the 
transparent area (5) in the crown. The 
surface presented in the reflected light il- 
lustration must have been the one approx- 
imating the disturbances present in the 
tooth, for only about one fourth of the 
area of opaque dentin seen on this surface 
extends through to the other side. The 
reverse side of the tooth section shows 
more unmodified stained dentin and less 
opaque dentin, but there is no uniformity. 
Consequently, because a stained area on 
one side does not always correspond to 
stained dentin on the reverse side, no 
value for unmodified dentin is given. 
Three values are recorded for areas of 
opaque (chromophobic) dentin that do 
extend completely through the thickness 
of the section. They average 0.67 mm. 
Al, and are the lowest values measured 
in this section. Since the average inter- 
polated value for the opaque dentin is 
0.67 mm. Al and that for transparent 
dentin is 0.72 mm. Al, it is evident that, 


in this tooth, the transparent dentin (in- 
cluding root and crown) absorbs 7 per 
cent more roentgen-radiation than does 
the opaque dentin found in the crown. 

The highest interpolated value for the 
radiopaque dentin is the transparent area, 
No. 5. The average interpolated value 
for radiopaque dentin is 0.73 mm. Al; 
an average only 1 per cent higher than 
that for transparent dentin, but 9 per 
cent higher than that for light opaque 
dentin. 

The average interpolated value for the 
coronal dentin (0.70 mm. Al) is approxi- 
mately the same as that for the root den- 
tin (0.70 mm. Al). 

The densitometric measurements found 
in tooth section 78 are very much the 
same as those found in section 74 (Table 
7). Both teeth have undergone such ex- 
tensive change that no area of unmodified 
(chromophilic) dentin is measurable in 
either one. Both teeth have similar ab- 
sorption values and, in both cases, radio- 
paque and transparent dentin have the 
same values, which are higher than the 
absorption values for opaque dentin. The 
average absorption of the dentin per unit 
thickness also is nearly the same for the 
two sections. 

Tooth Section 80.—Figure 3 shows 
four illustrations of the (0.84 mm. thick) 
tooth section 80. The tooth section shows 
two areas, 8 and 11, located in heavily 
stained dentin, well outside the region of 
the pulp chamber (see outline drawing). 
Because the region is intensely stained, 
because it lies in an area least affected by 
outside irritants and because it has a low 
average interpolated value of 0.67 mm. 
Al, these two areas were classified as un- 
modified (chromophilic) dentin. 

The transmitted light photograph 
shows that most of the dentin in the root 
of the section is composed of highly trans- 
parent, unstained dentin. Seven readings 
(Table 4) give average interpolated 


D 
i 
( 
( 
4 
+ 


value of 0.73 mm. Al. Two of the 
areas, 12 and 13, taken well down in the 
root portion of the tooth, are 0.67 and 
0.67 mm. Al. These two low interpo- 
lated values indicate (1) that transparent 
root dentin may have the same roentgen- 
ray absorption as unmodified chromo- 
philic dentin and (2) that transparent 
dentin may not always be highly resistant 
to the passage of roentgen rays. 
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for both the unmodified dentin and the 
transparent apical root dentin and 4 per 
cent higher than the transparent dentin 
in the middle third of the root. 

Two areas of opaque (chromophobic) 
dentin are measured, Nos. 1 and 9. Area 
1 shows a value of 0.76 mm. Al equiva- 
lent, but the interpolated value for area 
9 (in the root portion of the tooth and 
close to the pulp chamber) is only 0.67 


Fig. 4.—Tooth slab 82: 4, transmitted light contact photograph; B, reflected light taken on 
dark background; C, halftone drawing of roentgen-ray image of tooth slab; D, outline drawing 


of section containing interpolated values. 


The transmitted light photograph and 
outline drawing show three areas of 
transparent (chromophobic) dentin in 
the crown of a tooth section with an av- 
erage interpolated value of 0.77 mm. Al; 
an average which is about 14 per cent 
higher than the average which is found 


mm. Al;‘i.e., it absorbs the same amount 
of roentgen-radiation as the unmodified 
dentin or the transparent dentin in the 
apical third of the root. 

The reflected and transmitted light il- 
lustrations show that except for areas 
8 and 11, the crown of tooth section 80 
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is composed of modified dentin, either 
opaque or transparent. The average in- 
terpolated value for the coronal dentin 
(Table 4), excluding the low values for 
unmodified dentin, is 0.76 mm. Al, 
which is 13 per cent more radiopaque 
than the chromophilic dentin. In this 
tooth, the root dentin has an average in- 
terpolated value of 0.69 mm. Al; and 
even though it is mostly transparent 
(chromophobic), it is 10 per cent less re- 


Fig. 5. Tooth slab 84: 4, transmitted light 
contact photograph; B, reflected light taken 
on dark background; C, halftone drawing of 
roentgen-ray image of tooth slab; D, outline 
drawing of section containing interpolated 
values. 


sistant than coronal dentin to the passage 
of roentgen rays. 

Tooth section 80, although slightly 
thicker than the two previous sections, 
shows (Table 7) the same absorption per 
unit thickness for transparent, opaque 
and radiopaque dentin. The average ab- 
sorption per unit thickness of the changed 


or chromophobic dentin in this section is 
almost 8 per cent higher than the unmod- 
ified (chromophilic) dentin. 

Tooth Section 82.—Figure 3 shows 
four illustrations of the (0.82 mm. thick) 
tooth section 82 and in Table 6 are listed 
the data. The crown of the section has 
become so modified that no area of chro- 
mophilic dentin is measurable. 

Transmitted light shows that practi- 
cally all of the root as well as the outer 
third of the body of the tooth is composed 
of transparent dentin. In the crown, a 
small area of transparent ‘dentin, No. 19, 
has as value of 0.83 mm. Al, which is the 
highest interpolated value for the tooth 
section. This transparency occurs in that 
type of dentin which seems to precede 
dental caries and is called by Beust? 
translucent, sclerosed dentin. In this in- 
stance, the transparency occurs almost in 
the center of the radiopaque area shown 
in the halftone drawing of the roentgeno- 
gram (Fig. 4, c). Two other areas, 24 
and 1, with identical interpolated values 
of 0.80 mm. Al are located in transpar- 
ent dentin, also within the radiopaque 
area shown in the halftone drawing. 
Three areas of transparent peripheral 
dentin measured in the crown just inside 
the dentino-enamel junction have an av- 
erage interpolated value of 0.78 mm. Al. 

There is a relatively large amount of 
opaque dentin in the crown of tooth sec- 
tion 82 (Fig. 4, 4), for which an average 
interpolated value of 0.78 mm. Al is 
found. If the very low value, 0.69 mm. 
Al, for area 25 is omitted because of the 
possibility of its being inaccurate, owing 
to close proximity of the pulp chamber, 
the average interpolated value for opaque 
dentin would be 0.80 mm. Al. 

Comparing the average interpolated 
values for the various kinds of dentin, it 
may be seen that (1) the highest value is 
found in area 19 (0.83 mm. Al) and 
represents transparent (chromophobic) 
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dentin; (2) the average interpolated 
value for transparent dentin is 0.76 mm. 
Al; (3) the value for opaque dentin is 
0.78 mm. Al, and (4) the value for 
radiopaque dentin is 0.82 mm. Al. In 
this tooth section, radiopaque dentin has 
the highest average roentgen-ray absorp- 
tion value, opaque dentin is 5 per cent 
lower and transparent dentin the lowest, 
being 7 per cent less resistant than the 
radiopaque areas. 

The average interpolated value for the 
coronal dentin (0.78 mm. Al) is 4 per 
cent greater than that for the root dentin 
(0.75 mm. Al). 

The average absorption per unit thick- 
ness for the various types of dentin in sec- 
tion 82 (Table 7) is slightly different 
than in the three preceding sections. In 
this section, the transparent and opaque 
(chromophobic) dentin are the same and 
the radiopaque is from 4 to 5 per cent 
greater. The average roentgen-ray ab- 
sorption value per unit thickness of the 
changed dentin is about 10 per cent 
higher than the average for the first three 
tooth sections. 

Tooth Section 84.—Figure 5 shows 
four illustrations of the (0.83 mm. thick) 
tooth section 84. Four areas, 8, 9, 10 
and 11, are heavily stained (chromo- 
philic) and for this reason are designated 
as unmodified dentin. The average inter- 
polated value is 0.76 mm. Al, with a dif- 
ference of 10 per cent in absorption be- 
tween the highest and lowest value for 
unmodified dentin in the same tooth sec- 
tion. The side of the section in which 
areas 9, 10 and 11 occur does show a 
slight opacity on the surface, which prob- 
ably does not penetrate very deeply into 
the tooth substance, but may be enough 
to raise these values above that for area 
8. The bulk of the dentin in these areas 
is so heavily stained that it does not seem 
probable that a surface change, such as 
that mentioned above, could alone ac- 
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count for the great difference in roent- 
gen-ray absorption. 

Four areas of transparent dentin are 
measured, areas 6 and 7 in the root por- 
tion, and 5 and 1 in the crown. The four 
have an average interpolated value of 
0.73 mm. Al. Area 1, located in the 
transparent dentin at the pulpal end of 
the opaque zone on the left of the section 
(Fig. 5), has an interpolated value of 
0.75 mm. Al; a value which is the same 
as the average value for unmodified den- 
tin in this section and is in agreement 
with the measurements made in other 
transparent areas of the section. Area 5, 
which is distinctly transparent to light in 
the transmitted light illustration, shows 
up very dark in the roentgen-ray film 
(Fig. 5, d). Furthermore, it appears to 
be secondary dentin in the reflected light 
photograph (Fig. 5, a) and is chromo- 
phobic, and the interpolated value (0.66 
mm. Al) is distinctly lower than any of 
the other measurements for transparent 
or even for unmodified dentin in this sec- 
tion. 

The average interpolated value for 
opaque dentin is 0.82 mm. Al; which is 
distinctly higher than the average values 
for any other type of dentin. The two 
bands of changed dentin radiating from 
the tip of each pulpal horn to the dentino- 
enamel junction on each side of the tooth 
crown are clearly shown in the reflected 
light picture (Fig. 5, 4) as chromopho- 
bic. The transmitted light illustration 
shows the area on the left as slightly 
translucent and the halftone drawing in- 
dicates that the crown throughout these 
two areas is more radiopaque than the 
bulk of the coronal dentin. 

Areas 2 and 3, which appear in the 
roentgenogram to be distinctly radio- 
paque, occur in that part of the dentin 
which is stain resisting and known as 
opaque sclerosed. 

The average interpolated value for the 
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coronal dentin is 0.77 mm. Al; that for 
the root dentin is 0.74 mm. Al. The dif- 
ference of 3 per cent is within the error 
of the method used and therefore can in- 
dicate no real difference in roentgen-ray 
absorption. 


COMMENT 


In Table 7 is listed the thickness of 
each tooth slab, the averaged interpo- 
lated values are unmodified, transparent, 
opaque and radiopaque, dentin from the 
five sections, and, in addition, the average 
interpolated value divided by the thick- 
ness, giving the roentgen-ray absorption 
per unit thickness. These data show that 
the roentgen-ray absorption does not dif- 
fer very greatly (from 5 to 6 per cent) 
among the various types of dentin, in 
spite of the fact that the optical and stain- 
ing properties differ markedly. Since the 
roentgen-ray absorption is a measure of 
the relative amount of calcific infiltration 
in dentin, and since magnitudes of the 
absorption measurements do not always 
agree with the amounts of stain in the 


various areas, it must be accepted as a 
valid conclusion that the staining proper- 
ties do not necessarily reflect the degree 
of infiltration of calcific material. (Com- 
pare areas 11 and 12, tooth 80 and areas 
10 and 11 with areas 5 and 7 in tooth 
84.) As a general average over the five 
sections studied, there is a difference 
(from 2 to 3 per cent) between chromo- 
phobic and chromophilic areas, a differ- 
ence much lower than would be expected 
from a study of the staining and optical 
properties of the same areas. 


SUMMARY 


1. In the five sections studied, trans- 
parent and opaque dentin absorb the same 
amount of roentgen-radiation, which is 
from 2 to 3 per cent higher than the ab- 
sorption by unmodified dentin. 

2. The coronal dentin absorbs slightly 
more (from 2 to 3 per cent) roentgen- 
radiation than the root dentin. 

3. Roentgen-ray absorption measure- 
ments are not always correlated with 
staining or optical properties of dentin. 


WILL AMERICA SAVE ITS TEETH?* 


By F. van MINDEN, D.D.S., Chicago, IIl. 


HE need for dental lay education 
to save America’s teeth is well recog- 
nized by all authorities and generally 
accepted by our profession. We know 
that the American people are still wofully 
lacking in even elementary knowledge 
regarding its teeth and their relation to 
health. While the dental profession has 
done much to propagate information on 


*Read before the Section on Dental Econom- 
ics at the Seventy-First Annual Midwinter 
Clinic of the Chicago Dental Society, Feb. 19, 
1935. 
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this subject, it is obvious that we have not 
yet reached those masses who need this 
information most. 

The reasons for this failure are many 
and varied. Not the least important of 
these are the insufficiency of funds and 
the lack of continuity of our efforts in 
maintaining a comprehensive dental pro- 
gram. As to the insufficiency of funds, I 
believe that important financial support 
could be obtained if a wider degree of 
cooperation with other interested organ- 
izations and persons were enlisted and 
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firmly established on a permanent basis. 
This will be discussed more fully later 
in this paper. As to the lack of continuity 
of our program, much can be done to cor- 
rect that. There are many agencies func- 
tioning in our field the benefits of whose 
efforts could be increased considerably if 
a national dental policy were established 
which would correlate these agencies and 
eliminate much duplication and many 
gaps. The dental educational efforts of 
the various state and local health depart- 
ments are very important factors in that 
respect and are doing much good work 
already. 

Various means of educational publicity 
have been developed in the past and all 
of them should be used whenever pos- 
sible. Among these are radio talks, 
speeches before school, civic or industrial 
audiences; posters, slides or moving pic- 
tures; dental health exhibits, plays or 
pamphlets ; educational articles published 
in the news columns of the press and paid 
educational publicity in the newspapers. 
The results of the different methods em- 
ployed are immediately dependent upon 
the number of people that can be reached 
by them and the ability with which they 
are employed in approaching the public 
which they are intended to reach. 


EDUCATIONAL REPRINT SERVICE 


During the last two years, the Chi- 
cago Dental Society has added a new 
method of approach, by inaugurating its 
educational reprint service, through 
which educational articles are distributed 
monthly to dental patients by their re- 
spective dentists. A brief explanation of 
this method may not be amiss here. 

Our educational committee prepares a 
series of twelve attractive one page ar- 
ticles on various phases of dentistry and 
publishes them in the Bulletin of the Chi- 
cago Dental Society, our official publica- 
tion. To protect us against their abuse 
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by unauthorized persons, these articles are 
all copyrighted. After publication in the 
Bulletin, reprints are made in large quan- 
tities and sent to the dentists who sub- 
scribe to this service. These dentists, in 
turn, mail these leaflets once a month to 
their patients. Copies of an explanatory 
letter to the patient on the stationery of 
our society, which is to accompany the 
first mailing, are included in the yearly 
subscription. 

These reprints provide us a means of 
contact with all our patients, both those 
who come regularly and those who are 
more negligent. Moreover, the educa- 
tional reprint service carries the official 
approval of the chairman of the Judicial 
Council of the American Dental Asso- 
ciation, which assures us that our service 
is in harmony with both the letter and 
the spirit of our Code of Ethics. The 
subscription privilege is available only to 
members of the American Dental Asso- 
ciation. 

The educational reprint service is now 
in its second year of operation and is sup- 
plying a very apparent want. Last year, 
it completed its first series of twelve edu- 
cational articles and distributed more 
than 150,000 reprints of them. Our sub- 
scriptions came then largely from Chi- 
cago, but included many from out of 
town men, located in a dozen different 
states, spread from coast to coast, even 
including one from Puerto Rico. Shortly 
after the first series was completed, the 
Manitoba Dental Association purchased 
the copyrights to several of our articles 
for distribution in Canada, and started 
an educational reprint service there, thus 
establishing an international use for this 
new method. 

We are now completing our second 
year, and the service promises to be even 
more successful in distributing a larger 
number of reprints. We have now many 
more out of town subscribers, located in 
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twenty-two different states, and again one 
from Puerto Rico. This indicates a wide- 
spread demand for ethical educational 
material, fit for lay reading, on the part 
of our profession, which our service seems 
to supply. 

After almost two years of experience in 
producing and distributing lay educa- 
tional articles, let us analyze the material 
and the results obtained and see what les- 
sons we can draw from them. 


ANALYSIS OF MATERIAL 


The first observation is that, in order 
to be effective, educational efforts should 
be kept up for a considerable period. No 
education succeeds with only a single ef- 
fort. Where the thought of dentistry still 
must be implanted in most people’s minds, 
it is futile to expect that they will respond 
at once and go to the dentist after read- 
ing one message, or even several. The 
suggestion must be presented numerous 
times before it will leave an impression 
sufficient to impel people to seek dental 
care. It is here that continuity of effort 
proves very important and becomes essen- 
tial to the successful execution of our 
plan. Therefore, we should not expect 
tangible results from our educational ma- 
terial after only one mailing, but, on the 
contrary, we should be persistent and keep 
this up. Even then, the practical results 
may only become visible long after we 
had thought that we could reasonably 
expect to see evidence of the value of our 
efforts. Let us remember that education 
is a continuous process and that we must 
keep everlastingly at it. 

A second observation is that educa- 
tional material is only effective in direct 
ratio to its simplicity and brevity. While 
this may seem perfectly obvious to every- 
one, the fact remains that, as a profes- 
sion, we have not yet learned to express 
ourselves in a language that the public 
can readily understand, free from all 


technical terms. It is difficult for us, 
practicing dentists, to talk about dentistry 
without making the mistake of speaking 
over our patients’ heads, for we naturally 
assume that the terms which are com- 
mon and clear to us are equally clear to 
our patients. Hence, we are inclined to 
commit the same error in our educational 
efforts, unless we constantly guard 
against it. 

This may be best illustrated by the fa- 
miliar story of the little girl who went to 
a dentist complaining about a bad tooth- 
ache. The dentist carefully examined 
her mouth and said: “Go home and tell 
your mother that I will extract your 
lower first permanent molar for one 
dollar.” The little girl left and came 
back after a while, saying: “My mother 
doesn’t want my molar extracted for a 
dollar ; she wants my tooth pulled for 50 
cents.” 

Many dentists seem to feel that edu- 
cational material is not interesting or val- 
uable when it is so simple and so lucid 
that even a child of 12 can understand 
it, but this is exactly its greatest virtue 
and its most essential requirement. They 
forget that, in the last analysis, the ef- 
fectiveness of the material is determined 
by its acceptability to the dentally ig- 
norant lay mind and by nothing else. In 
other words, the material must educate 
the public and not the dentist. 

We have also learned that each article 
should convey only one thought and that 
not too much ground should be covered 
at a time. It is not at all necessary that 
technical details be discussed. On the 
contrary, this is undesirable, for the pub- 
lic does not want long technical explana- 
tions of its dental troubles. What it does 
require is the knowledge that dental serv- 
ice is needed to prevent and correct these 
troubles and that it should go to the 
dentist to obtain this service. Experi- 
enced observers have confirmed this 
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view, and it is well that our profession 
accept this as not only rational, but also 
fundamental to all successful educational 
efforts. 

This brings us to the necessity for 
keeping each message short and to the 
point. The articles of our present series 
are confined to about 200 words and can 
be read in less than one minute. Experi- 
ence has taught us that such a limitation 
is highly desirable and contributes di- 
rectly to their effectiveness, for people 
have neither time nor interest to read 
long articles. 

The illustrations should be selected 
with great care to provide human interest 
and appeal. Preferably, they should be of 
a nontechnical nature, showing adults or 
children and depicting in a suitable set- 
ting the thought the title wishes to con- 
vey. They are most effective when photo- 
graphs are used, but cartoons, pen and ink 
drawings or sketches by capable illustra- 
tors can be employed with much success. 

Summarizing, we observe that the ef- 
fectiveness of educational articles is en- 
hanced by the human interest, the dra- 
matic appeal, the catchy title, the humor- 
ous approach, the clever illustration; in 
short, by the proper psychologic approach 
employed in presenting their message. 
This may seem a large order to fill, and 
it is, but, lacking this approach, the ar- 
ticles fall far short of their mark and 
with it they prove successful. These qual- 
ities are seldom found in the educational 
material written by our professional men 
and the reason for that is not far to find. 
It takes special training and unusual abil- 
ity to present scientific facts in such an 
attractive manner that the public will 
readily accept them. This training and 
ability most of us lack, and the educa- 
tional committee has found it necessary 

1. Raper, H. R.: Thirty Reasons Why Peo- 
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to go outside our profession for such tal- 
ent. We are very fortunate in having 
found the chief copywriter of one of the 
national advertising agencies capable of 
writing the very kind of material that 
we wished to produce. 

This is being done by previously dis- 
cussing the desired subject with him and 
explaining the technical details that we 
wish to see covered. After the writer has 
digested all this, he indites the article in 
popular vein and the committee carefully 
scrutinizes the copy, making changes 
wherever necessary. If we are proud of 
this work, we can be so with modesty, for 
none of us actually wrote the text. 

We feel that the popular quality of the 
articles accounts largely for whatever 
measure of success may attach to our re- 
print service. Unless this popular view- 
point is maintained in the writing of the 
text, whether by a centist or by a lay- 
man, the educational material will be 
sterile as far as effective approach, psy- 
chologic appeal and practical results are 
concerned. 


ANALYSIS OF EXPERIENCE 


While we are pleased with the prog- 
ress that we have made so far, we are by 
no means satisfied and fully realize that 
we are not yet serving a large enough 
portion of our profession and the public. 
What are the reasons for this? 

In the first place, it was found neces- 
sary to restrict the subscription privilege 
to the educational reprint service to mem- 
bers of the American Dental Association 
and again restrict the subscribers in dis- 
tributing these articles only to their own 
bona-fide patients. This was done to pro- 
tect our service against the possibility of 
improper use of the reprints by some non- 
member, over whom we would have no 
jurisdiction. This has prevented the dis- 
tribution of the reprints on as wide a scale 
as we would desire. 
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But, in addition to this, many men 
have not availed themselves of the op- 
portunities for ethical contact with their 
patients and the benefit this service offers 
them in their practice, for minor reasons, 
none of which is really compelling, but in 
the aggregate apparently sufficient to keep 
them from using it. 

The subscription price seems to be a 
factor. While it costs only a few dollars 
to subscribe, it is not easy to induce den- 
tists to do so during these times. The re- 
markable thing is that notwithstanding 
this difficulty, we have been able to build 
up this service and make it self supporting 
from the beginning, although we started 
at the very depth of the depression. 

Another factor is the cost of upkeep, 
in the form of envelops and postage. It 
is, of course, much more desirable to send 
the reprints as first class mail than as 
printed matter, and the additional ex- 
pense is only half a cent per letter. But, 
in the end, postage and envelops become 
an item that many dentists consider at 
present. To that we must add the labor 
of addressing, sealing and stamping and 
the well known inertia of most dentists 
regarding desk work. Even the compila- 
tion of a well selected mailing list of pa- 
tients is more effort than many dentists 
seem willing to make in an endeavor to 
better their practices and help their pa- 
tients. 

It is plain that the underlying cause 
for most of the reluctance in using educa- 
tional material in private practice is not 
the apparent or real cost, nor the labor 
involved, but the bald fact that intrin- 
sically the dentist fears something he was 
never taught to use and he is necessarily 
slow in adopting a new point of view. 
The use of the reprints is a novel thought 
to most of them and it will take some 
time before it will be more generally ac- 
cepted. 

From time immemorial, we have been 


told to abstain from all solicitation and 
publicity. This thought is so ingrained in 
us that most dentists cannot yet absorb 
the idea that present conditions require 
other and more ethical methods of con- 
tacting patients and telling the story of 
dentistry. We are not yet accustomed to 
invest something in the business conduct 
of our offices in order to improve our 
practices. In the past, we were used to 
having our patients come to us without 
any apparent effort on our part. Times 
have changed, but we are still hesitant 
about making such efforts, even though 
this new method is officially approved. 
Many a dentist fears the impression 
of weakness which he thinks the use of 
this material would make on his patients 
in that they might infer that his practice 
is falling off or he needs their work. If 
he could only know how grateful—yes, 
hungry—his patients are for dependable 
dental information, information from a 
source which they can trust, and how wel- 
come this knowledge is, particularly to 
the more intelligent and better type, he 
would entertain such fears and doubts no 
more. Instead, he would do all in his 
power to spread dental information far 
and wide. Too long have we kept den- 
tistry from the public as a dark secret. 
The time has come to bring it out in the 
open and share our dental knowledge 
with the rest of the world who need it. 


REVIEW OF RESULTS 


After this analysis, we understand bet- 
ter under what conditions educational 
material can be made effective and ac- 
ceptable to the public. We have also 
learned that limitations on the distribu- 
tion of such material exist at present. 
Whether well founded or not, these limi- 
tations and doubts do exist and the ques- 
tion arises as to how best to overcome 
them and enlarge the scope of our influ- 
ence. 


di 
ce 
ce 
w 
ti 
te 
Ww 
as 
p 
pu 
N 
a 
w 
ab 
q ho 
an 
si 
ca 
be 
tul 
tio 
i ter 
} wi 
the 
of 
tor 
us 
nei 
inc 
we 
ma 
for 
ber 
thi 
i su 
i pos 
4 lar, 
2 
(De 
i 193 


oom 


Undoubtedly, in time, many of the 
dentists will surmount their objections to 
using educational material, just as in re- 
cent years most of us have learned to ac- 
cept national views and policies on which 
we had frowned not long before. When 
these men learn how many eminent den- 
tists throughout the country have 


_ profited by the extensive use of this ma- 


terial; how they have improved their 
practices and benefited their patients; 
when these men read the many enthusi- 
astic expressions of gratitude and ap- 
proval from the profession, the laity and 
public health officers, like Dr. Herman 
N. Bundesen, which we have received 
and often published in our bulletin,? they 
will come to realize that what is profit- 
able for others will also benefit them. 
Without being at all extravagant in my 
hopes, I believe that if it is persistently 
and convincingly presented, the profes- 
sion in time will adopt the use of edu- 
cational material as a routine procedure. 

Additional means of distribution can 
be found to bring this about in the fu- 
ture. As evidence pointing in this direc- 
tion, may I call attention to the fact that 
tentative arrangements are being made 
with the Chicago Dental Dealers to have 
them underwrite the cost of distribution 
of about 400,000 reprints to their cus- 
tomers in order to foster a more general 
use of this method. The dealers would 
neither have undertaken such a step nor 
incurred this considerable expense, if they 
were not convinced that the use of this 
material will result in a greater demand 
for dental service, with the consequent 
benefit to the dentists and themselves. If 
this experiment proves successful and a 
sufficient number of men respond, the 
possibility of extending this idea on a 
larger scale and raising funds for this 


2. Bull. Chicago D. Soc., 14:15 (Nov. 30), 
(Dec. 7) 1933; 14:19 (Feb. 1), 15:20 (Dec. 13) 
1934, 
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purpose from other important sources is 
by no means excluded and is being given 
careful consideration. 


DANGERS OF COMMERCIAL INFLUENCE 


We should be on guard against the 
dangers of accepting educational material 
from outside sources which may carry or 
imply an endorsement for some commer- 
cial product. It is easy to fall into this 
error, for the implication will be cleverly 
hidden and often the mistake not discov- 
ered until after the damage is done, when 
it may be too late to correct it. But the 
dentists charged with the duty of passing 
on such matters for their society should 
consider their responsibility to the public 
that trusts them as a very grave one and 
vigorously keep our educational material 
free from all commercial taints. 

The best way to insure such protection 
is to adopt two basic rules, which can 
readily be followed. One is that regard- 
less of who contributes the material, we 
should control the text without any 
equivocation, if it is to carry our ap- 
proval and/or endorsement. The second 
rule is that we should distribute only edu- 
cational material produced by our own 
profession, whenever this is available. It 
would be an anomaly and contrary to all 
sound professional principles to have a 
dental society hand out educational arti- 
cles produced or contributed by commer- 
cial interests, while it overlooks the ma- 
terial that it produces itself. Let us hope 
that no such error will be committed 
anymore and that the two rules which I 
have just outlined will be followed in 
the future. They embody sound prin- 
ciples in dental lay education, on which 
we all should agree and to which we all 


should adhere. 
MOUTH HYGIENE COUNCIL 


In looking at the educational problem 
from a more comprehensive viewpoint 
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and with a wider perspective, it becomes 
apparent that it is impossible for dentists, 
constituting less than one-twentieth of 1 
per cent of the people, to educate the 
entire population and raise the enormous 
funds which this would require. In den- 
tal school, we were never trained to do 
this, nor did we qualify for this work in 
obtaining a license. We have assumed a 
burden far beyond the capacity of our 
profession. This burden is not justly ours 
alone, but confronts the entire community 
and calls for community effort. 

The ultimate solution of the problem 
lies in a further development of the co- 
operation that: has long existed between 
our profession and the various civic and 
lay groups that are interested in mouth 
hygiene, such as parents and teachers, 
social and health workers. In our city, 
this cooperation was placed on a definite 
basis four years ago, when the Chicago 
Dental Society took the initiative in or- 
ganizing the Mouth Hygiene Council.* 
Wherever such a civic group, represent- 
ing the community’s interest in its dental 
health, is organized, it will be able to 
marshall forces, finances and talents from 
many sources which now remain closed 
to us. These forces and talents can then 
be pooled and correlated under our pro- 
fessional direction. This civic backing 
will lend an unselfish authority to our 
work, which we cannot now command, 
and will therefore have far greater in- 
fluence and effect. 

On previous occasions and also before 
this section,* I have pointed out that the 
educational and promotional phases of 


3. Partridge, B. S.: Chicago Mouth Hy- 
giene Council, Editorial, Bull. Chicago D. Soc., 
11:13 (Jan. 1) 1931. 

4. Van Minden, F.: Rationa! Plan for Com- 
plete Community Dental Care Through 
Mouth Hygiene Council, J.A.D.A., 20:455 
(March) 1933; Dentistry for the Masses; An 
American Plan, D. Cosmos, 76:1198 (Nov.) 
1934. 


our problem could be left much better to 
such a civic organization. Its principal 
function would be to disseminate dental 
health education. Having acquired this 
information, the public could then be 
guided to have its dental defects cor- 
rected. 

Dentistry is the only branch of the en- 
tire health field that is not generally be- 
ing sponsored by a civic organization. All 
other branches of the healing art are be- 
ing fostered by groups representing our 
community’s interest in that particular 
field. The Society for the Prevention of 
Blindness is interested in healthy eyes; 
the League for the Hard of Hearing, in 
good ears; the Heart Association, in the 
heart, and the Tuberculosis Institute, in 
the lungs. Then we have the Cancer 
Institute, the Infant Welfare Society, the 
Social Hygiene League, the Society for 
Mental Hygiene and many other health 
agencies. Only mouth hygiene is the 
little stepchild that has not yet found a 
civic mother, except in those few cities 
where dentistry has shown sufficient fore- 
sight and leadership to promote the same 
idea that has brought public support to 
other fields of health education. 

That this is no idle thought may be 
best evidenced by two examples, which 
illustrate how ably a civic body can or- 
ganize and finance an educational cam- 
paign and reach its objective. The So- 
ciety for the Prevention of Blindness re- 
cently reported that, for the first time in 
the history of the State of Illinois, not 
one newly born baby had lost its eyesight 
during the preceding year through care- 
lessness at birth. This was stated to be 
entirely due to a new law, making the 
use of a silver nitrate solution in the 
baby’s eyes at birth compulsory and which 
the society had been largely instrumental 
in placing on the statute books. 

The President’s Birthday Benefit 
Party is still fresh in our minds and the 
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large amount of money raised through- 
out the country on this occasion for the 
treatment and prevention of infantile 
paralysis is again evidence of the enor- 
mous advantage and momentum a health 
movement obtains when civic support is 
enlisted and its cause is sponsored by in- 
fluential people. 

While admiring these great civic ac- 
complishments in the prevention and 
treatment of these terrible afflictions, we 
cannot help but reflect that only a very 
minor part of the population, probably 
less than 1 per cent, is suffering from 
them. This percentage is exceedingly 
small when compared with that of other 
diseases, especially dental caries. Not- 
withstanding this limited field, educa- 
tional campaigns have been waged which 
have accomplished much good. 


DENTAL HEALTH DURING THE DEPRESSION 


Let us now see what the situation is in 
our own field. The dental health of the 
American people is of paramount impor- 
tance to its general welfare. The public 
has a very much larger stake in its dental 
health than we, for it is the public’s teeth 
that are being lost and not ours. In the 
last five years, the American people have 
neglected their dental health more than 
during any other similar period of this 
generation. What this neglect means, 
particularly to the teeth of our children, 
it is impossible to determine accurately. 
We may get a rough idea, when we recall 
that, in a survey of 2,500 white school 
children in Chicago during 1932, the 
Health Department dentists found that 
40 per cent of the lower first permanent 
molars and 27.6 per cent of all the first 
permanent molars were lost by the time 
the children were 13 or 14 years old. If 
these figures could be applied over the 
entire country to 45,000,000 children of 
school age, we would probably find al- 
most 50,000,000 first permanent molars 
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missing, not to mention the many millions 
of other lost or defective teeth. When we 
remember the serious consequences to the 
entire dental arch of loss of the first per- 
manent molar, and also the fact that this 
loss in most cases could have been pre- 
vented by early dental care, we can real- 
ize better the urgent and universal need 
for dental education of the public that 
will bring about such care. 

Numerous surveys have shown that 
from 95 to 97 per cent of school chil- 
dren have defective teeth.° If 95 per 
cent of the children need dental atten- 
tion, we may assume that the percentage 
among adults is not less, for dental caries 
and pyorrhea are neither self-limiting nor 
self-curable. In effect, this means, then, 
that practically the entire population 
needs dental care. A great deal of this 
deplorable condition could have been 
prevented by early and persistent dental 
education, especially if combined with 
free dental examinations, as I have sug- 
gested in previous papers.* 

Dental disease is more responsive to 
preventive measures and dentistry shows 
greater practical savings from them than 
any other branch of the healing art. Pre- 
vention would greatly lower the cost of 
dental care for the masses and much of 
their dental needs could thus be reduced. 
To that extent, our social and economic 
problems could be solved by an educa- 
tional preventive program, if intelligently 
presented on a nation-wide basis. 

In the social security legislation now 
before Congress, the expenditure of large 
sums of money for a preventive public 
health program is proposed. If a sub- 
stantial part of these funds were appro- 
priated for a comprehensive and well- 
correlated dental educational campaign, 
an enormous amount of good could be ac- 
complished, having a profound effect on 


5. Constructive Program for Dental Health, 
Radio Talk, J.A.D.A., 22:158 (Jan.) 1935. 
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the dental health of the people. Organ- 
ized dentistry should not be slow to 
grasp the opportunity that is now being 
offered for the first time by our govern- 
ment. 

When the public finally has been made 
to realize that dental caries is a disease 
that attacks nearly everyone, it will un- 


derstand that here is a challenge to the 
health of the entire nation. To try to 
meet this challenge by furthering the 
educational efforts of our profession is a 
task worthy of our best talents. If 
America is to save its teeth, we should 
start now. 
185 North Wabash Avenue. 


WHY VINCENT’S INFECTION? 


By P. H. BELDING, D.D.S., and L. J. BELDING, M.D., Waucoma, Iowa 


HERE comes a time in the affairs 

of professions as with men when 

they are confronted with issues 
which are so momentous that they prove 
to be turning points of their careers. 
Gingival disease today presents such an 
issue. 

Gingivitis has been with man since the 
dawn of time and attacks the majority 
of people, but in spite of its prevalence, 
its seriousness and the expenditure of 
a vast amount of time and money 
on its study, successful standardized 
methods of prevention and treatment 
have not been developed. Volumes have 
been written on this subject and the con- 
dition has been treated by every possible 
surgical, mechanical, physical and dietary 
method, but the end-results have been so 
unsatisfactory that there must be some- 
thing seriously wrong with the generally 
accepted conception of this disease. In 
spite of the efforts of the entire medical 
fraternity, propaganda, orange juice, 
child clinics, bettered hygienic and diet- 
ary conditions and the perfection of the 
periodontal art, the incidence and rav- 
ages of this disease have steadily in- 
creased. 

Further, and of the utmost impor- 
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tance, there has been within recent years 
a pandemic of acute gingival disease 
which has spread like wild fire through- 
out the country, attacking principally 
children and adolescents, and which will 
inevitably lead within a few years to a 
marked increase in chronic paradontosis. 
At the present time, it is obvious that the 
incidence of gingivitis among young 
adults in the United States is greater 
now than it ever has been. This is an 
extremely serious situation, presenting an 
issue which demands the attention of 
every member of the dental fraternity. 
The entire subject of gingivitis must 
be reviewed in order that satisfactory 
methods of combat and control can be 
developed. Ever since the dawn of mod- 
ern research work, there have been two 
schools of thought on the etiology of gin- 
givitis: the biochemical and the bacterial. 
A great amount of research work and 
study was carried on by these two schools 
and many able men devoted their lives to 
this problem. Among the proponents of 
the bacterial origin of this disease were 
and are many of the most famous names 
of dentistry. In spite of the accumulated 
efforts, a rising tide of biochemical opin- 
ion, emanating from the laboratory more 
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particularly than from the clinic, gained 
such an ascendency that the bacterial 
concept of this disease was submerged. 
As a result, the present generally held 
ideas concerning the etiology, prevention 
and treatment of the disease are based 
upon its biochemical origin. Therapeutic 
methods based upon this conception have 
been quite generally adopted by the pro- 
fession, but the clinical results have been 
so unsatisfactory that much doubt has 
been cast on the biochemical origin of the 
disease. At the present time, none but 
the most pessimistic believe that this prob- 
lem cannot be more satisfactorily solved 
and more satisfactory treatment methods 
evolved. Treatment measures based 
upon the biochemical origin of the dis- 
ease have been so completely tried out 
that their possibilities are exhausted. 
Further effort along similar lines is fu- 
tile. The time has come when the pro- 
fession on the basis of negative therapeu- 
tic results must actively challenge the 
biochemical conception of gingival dis- 
ease. 

Before anything of a practical nature 
can be presented concerning gingivitis, it 
is necessary that we define that type with 
which we are dealing and become ac- 
quainted with some of the newer theories 
and facts pertaining to it. It is not our 
intention, in a paper of this nature, to 
enter into the controversy as to the eti- 
ology and classification of the different 
types of gingivitis. We wish to sum- 
marize briefly from the recent studies 
concerning them. Years of investigation 
has convinced us of the truth of the ob- 
servations by Kritchevesky and Seguin 
that the gingivitides (trench mouth, 
pyorrhea, etc.), both acute and chronic, 
are caused by the activity of Vincent’s 
organisms (the fusospirochetal complex) 
and should be classified and treated ac- 
cordingly. We naturally believe that 
gingivitis is a bacterial disease and that 


Belding and Belding—Vincent’s Infection 2115 


it is specifically caused by the same group 
of organisms that cause trench mouth and 
Vincent’s infection, that it is, in fact, the 
same disease in a milder form, and that 
pyorrhea is but an advanced form or a 
condition superimposed on it. 

From the examination, study and treat- 
ment of hundreds of cases of periodontal 
disease, we have made the following ob- 
servations: 

1. Vincent’s organisms (the fuso- 
spirochetal complex) are the only bacteria 
which are universally associated with 
every case of periodontal disease. 

2. In the absence of Vincent’s organ- 
isms, gingivitis does not occur. 

3. Vincent’s infection, stomatitis, in- 
fection, trench mouth, periodontoclasia 
and the other manifestations of fuso- 
spirochetal disease of the mouth are 
limited exclusively to the spirochete age, 
i.e., the dentulous age. Prior to the ap- 
pearance of and after the loss of the 
teeth, spirochetes, owing to the absence 
of anaerobic breeding places, cannot live 
in the oral cavity. That is, no teeth: no 
gingivae: no anaerobic nidi: no spiro- 
chetes: no fusospirochetal disease; or 
simply, no gingivae: no Vincent’s organ- 
isms: no Vincent’s infection. 

4. The frequency of Vincent’s organ- 
isms in the oral cavity parallels to a strik- 
ing degree the absence or extent of dis- 
ease in the gingival structures. Spiro- 
chetes are infrequent in the normal 
mouth, but can be demonstrated in 
abundance in every case of gingivitis and 
pyorrhea. 

5. Waves of mild gingival disease as 
well as the acute reactions occur pan- 
demically-and endemically as well as epi- 
demically. The associated bacterial flora 
are always the same, and as the victims 
develop this disease, the one character- 
istic and striking bacteriologic change is 
the appearance of spirochetes in increas- 
ing numbers in the subgingivae. 
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6. If, in any case of gingivitis, smears 
are taken carefully from the depth of the 
gingival sulcus, frequently spirochetes 
are essentially the only organisms found. 
(Figs. 1-2.) 

7. Pathologic studies of tissues from 
cases of gingivitis always show the spiro- 
chetes in the vanguard of the bacterial 
invaders. 

8. Specific treatment topically, par- 
ticularly with solution of potassium 
arsenite (Fowler’s solution) or the salts 
of bismuth, causes the rapid disappearance 
of spirochetes from the lesions of perio- 
dontal disease and coincidentally with 


Fig. 1—Entangled masses of spirochetes. 


their destruction comes clinical improve- 
ment. 

9. Injection of Vincent’s organisms 
into animals uniformly produces lesions 
of a constant character similar to those 
observed in man. 

10. Periodontoclasia ceases with the 
loss of the teeth. If it were a constitu- 
tional disease, the maxillary and man- 
dibular absorption should continue. 

11. Lastly, and of the utmost signifi- 
cance, the acute penetrating cases of 
gangrenous stomatitis and noma and the 
chronic pyorrheic forms of this disease 


cannot be cured except by the topical, 
parenteral or combined administration of 
the specifics. 

From these observations, we have been 
led to believe that there is no sound bac- 
teriologic or pathologic reason for refus- 
ing to admit the name of Vincent's in- 
fection in the case of gingivitis and pyor- 
rhea, if that name is admitted in the case 
of angina and trench mouth, for the un- 
derlying pathologic reaction is the same 
and the associated bacterial flora are 
identical. 

The modern concept of Vincent’s in- 
fection dates from the monumental work 


Fig. 2.—Essentially pure spirochetes. 


of Kritchevesky and Seguin, in which 
they demonstrated the unity of the fuso- 
spirochetal infections. They pioneered 
the study of the chronic oral manifesta- 
tions and suggested that every form of 
this disease, regardless of location or 
severity, be classified under the general 
heading of spirochetoses. This designa- 
tion is comprehensive, descriptive and 
scientifically exact and, with the excep- 
tion of the oral manifestations of this 
disease, quite generally understood and 
applied. It has been our observation that. 
in the mouth, with the exception of the 
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acute oral reactions, this infection is not 
considered as a specific disease. Its po- 
tential seriousness is not recognized, and 
consequently it does not secure the treat- 
ment it rightly merits. 

In general, the majority of the patients 
with chronic gingival disease seeking pro- 
fessional attention, either dental or medi- 
cal, are subjected to therapeutic empiri- 
cism or else advised that they have noth- 
ing but a simple gingivitis, for which no 
treatment is indicated. This attitude 
should not be tolerated. Every practi- 
tioner should gain an understanding of 


Fig. 3.—Spirochetes almost obscured by sec- 
ondary infectors. In the acute, i.e., the fulmi- 
nating, case, if great care is not exercised in 
the preparation of the smear, it will be impos- 
sible to find any of the spirochetal organisms. 


the spirochetoses, particularly their oral 
manifestations, which we have taken the 
liberty of designating as the specific gin- 
givitides. If our contention as to the spe- 
cific nature of gingivitis is upheld, its im- 
portance to the clinical practice of den- 
tistry cannot be magnified, and the vast 
field that it opens up in which good can 
be done makes it imperative that treat- 
ment measures compatible with this con- 
ception of the disease be adopted. 
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The fusospirochetal complex, i.e., the 
organisms responsible for this infection, 
cause disease throughout the body which 
is extremely varied as to appearance and 
clinical course. Some infections may be 
so mild as to be almost latent, while oth- 
ers are fulminating. The lesions in the 
mouth are likewise varied as to appear- 
ance and clinical course, and because their 
unity is not recognized, they are desig- 
nated by many different terms. By text- 
book description, dictionary definition, 
professional usage and official sanction, 
the acute oral manifestations associated 
with destruction, ulceration, fetid breath 
and malaise are called Vincent’s infec- 
tion; while the chronic forms are held to 
be nonspecific conditions and are referred 
to as either gingivitis or pyorrhea, on a 
basis of the extent and nature of the 
involvement. At the present time, it is 
safe to say that the majority of the pro- 
fession have not accepted the theory as to 
the unity of the spirochetoses and, as a 
result, do not recognize that fusospiroch- 
etal disease can occur in other than an 
acute form. 

“Vincent’s. infection” and “fusospi- 
rochetal disease’? should and could be 
used synonymously were it not for the 
fact that the former designation connotes 
acute infection to the profession to such 
an extent that it would be confusing to 
include under it the chronic manifesta- 
tions. In that even the acute reactions 
may not be textbook typical, there can be 
no surprise in the fact that the majority 
of these infections are not diagnosed. At 
the present time, more than 75 per cent 
of the adult population have chronic spe- 
cific gingivitis (Vincent’s infection) and 
a large number of these cases are not 
recognized and receive no treatment. 
Every year, its incidence is increasing, 
and pyorrhea, the end-result of this in- 
fection, is making its appearance earlier 
and more frequently. The tremendous 
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increase in periodontal disease in the last 
decade dramatically demonstrates the in- 
adequacies of treatment measures based 
upon the biochemical conception of this 
disease. The application of the art of 
periodontia has done no more than con- 
trol the symptoms, as the disease itself 
cannot be cured unless the underlying 
fusospirochetal complex is eradicated. 

This problem is not so serious as it 
might sound, for many members of the 
profession have a comprehensive knowl- 
edge of fusospirochetal disease, and re- 
cently there have been published several 
excellent articles which have pointed out 
its protean manifestations. While there 
is no question that real progress is being 
recorded, its small voice is difficult to 
hear above the tumult of the biochemi- 
cal proponents. The pendulum is swing- 
ing and in time the profession must of 
necessity accept the unity of the spiroche- 
toses and, in the interest of clarity and 
scientific advance, discharge or amplify 
the term “Vincent’s infection.” If the 
term is retained, its limitations will have 
to be extended to include every manifes- 
tation of fusospirochetal disease or else 
limited to those cases that are well under- 
stood today. The profession must learn 
that the Vincent’s disease of textbooks 
constitutes but an infinitesimal part of the 
mosaic of fusospirochetal disease. 

After dentition, when an individual 
comes in contact with a fusospirochetal 
infection disease is generally the result, 
its extent and nature depending on the in- 
dividual resistance and the virulence of 
the infecting organisms. In general, the 
initial fusospirochetal invasion is mild, 
causing no more than a transitory gingi- 
val tenderness which subsides in a few 
days, leaving behind a chronic progressive 
condition which for years may be latent, 
its presence not being suspected. 

We wish to present here a brief con- 
sideration of the bacteriologic aspects of 


this disease. As far as gingivitis is con- 
cerned, the bacteria of the oral cavity 
can roughly be divided into two groups: 
those that must have air for their ex- 
istence and those than cannot grow in the 
presence of air. Some of these forms are 
facultative in that they can live under 
either condition, although most of them 
thrive better under one or the other. 

There are essentially three groups of 
organisms that are related to the pro- 
duction of gingivitis and pyorrhea: the 
spirochete, the pyogenic coccus and the 
leptothrix. As far as we know, all the 
pyogenic cocci associated with this dis- 
ease are aerobic, while the spirochetes 
cannot live in the presence of air. The 
leptothrices, the so-called higher bacteria, 
from which the majority of the fusiform 
bacilli are derived, are oxygen variable 
and can live under all conditions. From 
an anatomic standpoint there are only 
three places in the mouth where, struc- 
turally, anaerobic conditions are possible ; 
namely, the gingival sulci, the interproxi- 
mal spaces and the fissures of the tongue. 
These first two named areas are the only 
places in the oral cavity which sufficiently 
exclude the air to allow the spirochetes 
to grow. The fissures of the tongue, 
while not providing absolute anaerobic 
conditions, do exclude sufficient air to 
allow for the growth of most of the lep- 
tothrices. This is the source of the fusi- 
form bacilli found on artificial dentures. 

In passing, it may be interesting to 
note that spirochetes, in agreement with 
what we have stated above, are never 
found on artificial dentures. 

From a bactericlogic standpoint, there 
is another possibility for providing an- 
aerobic conditions in the mouth. Mixed 
forms of aerobic and anaerobic fusiform 
bacilli grow in protected areas and ac- 
cumulate in thick gelatinous masses that 
are impervious to the passage of air. The 
aerobic forms in the centers of these 


AH 


| 
: 
Oo 
p 
t 
A 
tc 
. af 
t 
st 
ye 
de 
fq 
m 
fr 
co 
p 
Ww: 
re 
ti 
an 
be 
‘ tio 
5 tec 
he 
pe 
va 
the 
the 
me 


masses deplete the oxygen to a sufficient 
degree to allow for the growth of the 
spirochetes. In mouths that are poorly 
cared for and in which the teeth are in- 
frequently brushed, masses of fusiform 
bacilli accumulate in every crack and 
crevice, particularly in the subgingival 
and interproximal areas. When such an 
individual comes in contact with a fuso- 
spirochetal infection and these organisms 
enter into the oral cavity, this film pro- 
vides the food and anaerobic habitat nec- 
essary for the growth and reproduction 
of the spirochetes. From this strategic 
position, they rapidly invade and infect 
the interproximal and subgingival spaces. 
After this invasion, for a variable period 
of time, depending on whether the ana- 
tomic integrity of the gingivae and an- 
aerobic conditions are maintained, with 
the exception of a relatively unimportant 
streptococcus no organism other than the 
spirochete can be demonstrated in the 
depth of the gingival sulcus. 

The spirochetes and many of the fusi- 
form bacilli are, by their food require- 
ments, made obligate parasites, for they 
cannot grow except in the presence of 
fresh tissue. The majority of the other 
oral bacteria, including the pyogenic 
cocci, while potentially pathogenic as sec- 
ondary invaders, generally rest in a sapro- 
phytic state, living on dead material and 
waste products. 

This condition that we have described 
represents the arrangement and distribu- 
tion of the fusospirochetal complex after 
an individual has become infected and 
before there has been sufficient destruc- 
tion to cause symptoms or even to be de- 
tected on a careful examination. From 
here on, the reaction of the gingivae de- 
pends on many conditions and can be as 
varied as the constitutional makeup of 
the host. Resistance, local and general, 
the virulence of the organisms, treatment 
measures and many other variables all 
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have a decided influence on the course of 
the disease. 

In spite of the protean manifestations, 
the gingival and soft tissue reaction to 
this infection generally follows a fairly 
definite course. In the vast majority of 
cases, the onset is mild and the reaction so 
slow and symptomless that an individual 
may have the disease for a long period of 
time without being aware of it. Rarely, 
under normal dietary and hygienic condi- 
tions, the onset is acute and severe and 
immediately causes the manifestations of 
acute specific gingivitis, which, if asso- 
ciated with ulceration, is generally re- 
ferred to as Vincent’s infection or trench 
mouth. This acute reaction ordinarily 
subsides within a few days, with or with- 
out treatment, into a chronic progressive 
condition which follows an_ identical 
course with that which initiates itself in- 
sidiously. All cases left untreated run a 
course of potential chronicity, but, in a 
considerable number of them, there are 
periodic intermittent acute reactions in 
the interproximal and subgingival re- 
gions, with one interproximal space after 
another becoming infected and subsiding 
into chronicity until the entire mouth is 
involved. Rarely, fulminating cases are 
seen that are atypical in that the perio- 
dontium is rapidly destroyed and the 
teeth are immediately lost. More fre- 
quently, subacute reactions are observed 
in which a hopeless pyorrhea is produced 
in a period of a few months. The latter 
reaction has been noted by us in children 
under 5 years. 

Once an individual has come in con- 
tact with the fusospirochetal complex and 
the infection has gained a hold in the oral 
cavity, although the reaction is certain, 
and pyorrhea the almost inevitable out- 
come, the course of the disease is unpre- 
dictable. 

In the last analysis, the yardstick by 
which any theory in this field is measured 
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is the application of therapeutic proce- 
dures derived from it. The truth of the 
bacterial conception and the unity of the 
spirochetoses is dramatically demonstrated 
by specific therapy. In fact, the response 
of the gingivitides to this type of treat- 
ment constitutes the finest example of spe- 
cific therapy that exists in medicine. Gen- 
erally within a few days and frequently 
within twenty-four hours, the entire gin- 
gival aspect is so changed that anyone 
who for the first time observes a series of 
cases cannot but be amazed and accept 
unequivocally the specific nature of this 
disease. We have treated hundreds of 
cases with excellent results, but we are 
hesitant about presenting statistics for we 
feel that, like the Holy Scriptures, they 
are usually accepted on faith and lend 
themselves readily to the spreading of 
false doctrine. The devil can quote fig- 
ures, as can the orange juice faddist, as 
well as the camomile and ultraviolet en- 
thusiasts. No statistics will force the gen- 
eral profession to believe that which they 
cannot consistently duplicate in the clinic. 
Fortunately, statistics are not necessary 
to prove the fusospirochetal etiology of 
this disease, for the response to therapy is 
universal and prompt, with subjective 
and objective improvement within a few 
days. Anyone interested in this problem 
should be able to prove or disprove to his 
own satisfaction the specific nature of 
common gingivitis by treating a few cases 
with the following prescription: 


Solution of potassium arsenite 


Neoarsphenamine ........... 0.9 gm. 


This is not a panacea and should be 
used as indicated in association with sur- 
gical and mechanical cleansing. The pa- 
tient is instructed to wet his toothbrush 
in this solution and work it carefully into 
the subgingival and interproximal areas 
once a day. 

SUMMARY 


As we have pointed out, there are two 
schools of thought on the etiology of gin- 
givitis; namely, the biochemical and the 
bacterial. In general, the measures de- 
signed to treat this condition have been 
derived from the biochemical concept of 
the disease. We have further pointed out 
that the clinical response to these meas- 
ures is unsatisfactory, and for that and 
other reasons, we believe that the bio- 
chemical conception of this disease is not 
sound. Various observations have con- 
vinced us that gingivitis is a bacterial 
disease and that it is specifically initiated 
by the same organisms which cause Vin- 
cent’s infection. In fact, it is the same dis- 
ease and should be treated accordingly. 

The time has come when the profes- 
sion must actively challenge the bio- 
chemical concept of gingival disease and 
review the entire subject of gingivitis in 
an attempt to control the present pan- 
demic and to work out more satisfactory 
methods of treatment. 
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STAINLESS STEEL 


By PERCY NORMAN WILLIAMS, D.D.S., Tucson, Ariz. 


TAINLESS steel is not of recent 

origin, but dates back to the middle 

of the eighteenth century. It has 
been used in orthodontia about four 
years. 

During the last three years, interest 
in the alloy has been increasing until 
it now occupies a place on most conven- 
tion programs. In fact, there seems to 
be a mild wave of enthusiasm regard- 
ing it, such as all too often grips the 
dental profession, and which more often 
than not is without reason or justifica- 
tion. 

A new product which may have great 
commercial value and merit in industry 
does not necessarily occupy so important 
a place in the dental field. All too often, 
a manufacturer is told by a member of 
the dental profession, responsible or 
otherwise, that his product might be 
adapted to dental needs. Immediately 
systematic exploitation is undertaken. 
Unfortunately, dentistry is a fertile field 
for a new product. Dentists sometimes 
pay from three to ten times the price for 
which the product would sell in the 
industrial world. This is true of stain- 
less steel, which is sold to the industrial 
trades for from 85 cents to $3 a pound. 
During the past year, I have received cir- 
culars describing the material under 
various names and pricing it at $5 to $50 
per pound. 

Stainless steel is an alloy of iron or 
steel, and chromium and nickel. Physical 
properties claimed for the material by 
the manufacturers are: mechanical 
strength; ductility; resistance to corro- 
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sion, rust, stain, tarnish, etc. It is also 
asserted that it can be readily soldered, 
brazed and welded. 

For two years, I was in correspondence 
with several of the larger corporations 
manufacturing this material. I was 
furnished with a generous supply of 
samples of plate in various thicknesses, as 
well as several sizes of wire. The re- 
search laboratories of some of these com- 
panies furnished me with available data 
and details regarding soldering, brazing 
and spot welding. During this time, I 
practiced the technic of soldering, spend- 
ing many hours in the laboratory and 
acquiring what I considered the necessary 
technical skill and ability to handle the 
metal. I made and cemented on molar 
teeth thirty-eight stainless steel bands. I 
used seventy-eight rectangular arch wires 
0.022 by 0.028. I placed a few bands on 
incisors. I have used a few small round 
wires as labial arch wires. 

I mention the practical application of 
this material to the treatment of patients 
as I do not wish to convey the impression 
that my experience has been merely tech- 
nical and theoretical. 

Let us consider the characteristics of 
the alloy. Chrome nickel alloys develop 
a high degree of resistance to bending 
merely by cold working. A 0.036 wire in 
a dead, soft-annealed condition becomes 
hard and of excellent resiliency merely by 
being drawn down to 0.022. The same 
wire will become of sufficient hardness 
for orthodontic purposes if drawn from 
0.036 to a rectangular wire 0.022 by 
0.028. It cannot be hardened in any other 
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way. Its resistance to corrosion and stain 
in the mouth, its resilient qualities and 
its low price are about all that can be 
mentioned in its favor. 

We know that the most valuable char- 
acteristic of gold platinum alloy or alloys 
of the platinum group is that of air 
tempering. This important property is 
entirely lacking in the chrome alloys. 
Once the metal has been heated to above 
1800 degrees, no known method of heat 
treatment will restore the temper. If this 
were not enough to make it practically 
useless for orthodontic purposes, there is 
the question of the difficulty involved in 
soldering. 

As was stated in the beginning of this 
paper, I have spent many hours in the 
laboratory trying every known method 
of soldering, using various fluxes, solders, 
blowpipes and spot welding. The ease and 
readiness with which an oxide or scale 
forms, even before the metal reaches red 
heat, make soldering under most favor- 
able conditions a trying operation. The 
alloy can be soldered with silver solder 
or 14, 18 or 20 caret solder. It can also 
be brazed with the rod used in brazing 
operations, or with ordinary _ brass 
wire. 

One is inclined to feel, after once 
mastering the technic of soldering, that 
this question might be considered as 
settled; but when the molar bands had 
been cemented on the teeth of my pa- 
tients, my troubles had just begun. I 
neglected to mention the time involved in 
soldering molar bands. After the bands 
have been soldered, every trace of oxide 
must be removed by boiling in acids. This 
must be done after each soldering opera- 
tion. This requires from five to eight 
minutes, sometimes longer, and, with 
most of us, time is an important factor. 
Six weeks after the molar bands were 
cemented, my patients began calling on 
the telephone or in person to say that the 


bands which I had recently placed on 
their teeth were broken. The bands 
soldered with silver solder broke first. 
An examination of the bands showed that 
every trace of silver solder had disap- 
peared. This was rather baffling until I 
discovered that this alloy is extremely 
susceptible to electrolysis. Galvanic ac- 
tion caused the failure of 80 per cent of 
the bands that I cemented on the teeth; 
and this regardless of the type of solder 
that I used. 

I mention this in detail, hoping it may 
prevent others from passing through an 
experience which involved a great waste 
of time and effort. Later, I learned that 
there are several alloys of stainless steel 
on the market, the chromium alloy steel 
(magnetic) being the most susceptible, 
and the chrome nickel steel (nonmag- 
netic) more resistant, to electrolysis. In 
the latter group is a commercial product 
known as U.S.S. 18/8. Seamless molar 
bands spun from this material are said to 
be quite satisfactory, although, of course, 
the problem of attaching parts to this 
steel band involves soldering or spot 
welding. The question of galvanic action 
always becomes a possibility when scale 
forms in applying heat. The cost of these 
bands is in excess of a precious metal, 
platinum veneered band now on the 
market. 

From a booklet issued by one of the 
large steel companies, I quote, “The ox- 
ides formed during welding should be re- 
moved . since they may set up gal- 
vanic action causing corrosion of the 
weld itself.”” Unfortunately, there is no 
way of determining in what mouths gal- 
vanic action will take place. The great 
waste of time involved in soldering bands, 
and then the further loss involved by re- 
placing the bands, make the adaptation 
of this material for bands a hazardous 
and doubtful undertaking. 

The use of this material for labial 
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wires may be permissible if the time ele- 
ment is ruled out and one wishes to com- 
promise by using an inferior product. 
Since it is impossible to solder directly 
to a labial wire without removing the 
temper, one must resort to other ways of 
handling this operation. 

I have found the material well 
adapted to the Hawley retention plate. 
Because of its tensile strength and mal- 
leability, it has met every test in a satis- 
factory way. I use 0.021 for most re- 
tention plates. 
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CONCLUSION 

While the metal may have a limited 
use in orthodontia, it cannot from any 
standpoint be considered a substitute for 
platinum alloys. It lacks the two great 
qualities which make a platinum alloy 
supreme, self-hardening and freedom 
from oxidation. Unless platinum alloys 
advance in price to a point where their 
use becomes prohibitive, stainless steel, in 
orthodontia, can hardly be considered a 
successful substitute. 


Speedway at Second Avenue. 


MALIGNANCY IN AND ABOUT THE ORAL CAVITY; 
NECESSITY FOR DENTAL CARE* 


By JULIUS L. HENDLER, D.D.S., New York City 


HE well-informed dental practi- 

tioner is on the lookout for signs of 

early malignancy in the oral cavity. 
If he is not trained in cancer therapy, not 
only is it his responsibility to refer the 
case to the specialist, but he must also 
advise the patient regarding dental hy- 
giene and give the matter his own atten- 
tion before specialized treatment can be 
accomplished and also take care of the 
dental condition after treatment has been 
completed. Time is a most valuable fac- 
tor in the treatment of cancer. There- 
fore, early reference for specialized ther- 
apy is essential to successful results. 

Any plan of dental treatment should 
be based upon careful examination and 
consultation with the specialist. If the 
subsequent contemplated course of treat- 
ment is to be surgical, general prophy- 
lactic care is given as is customary for 
major oral surgical operations. If irradi- 


*From the New York City Cancer Institute 
Hospital, Ira I. Kaplan, director. 
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ation is to be the treatment, it is well to 
remember that owing to the devitalizing 
effect on the osseous structures, it is in- 
advisable to operate or perform subgin- 
gival curettage for a long period after 
treatment has been given. Ira I. Kaplan 
states that “only when all inflammatory 
reaction following radium is quiescent, 
can necessary dental work .. . or extrac- 
tions be done.” This must be considered, 
even if the malignancy is not directly in 
the oral cavity but situated close by. 

In order to determine, if possible, the 
immediate cause of the lesion, a complete 
clinical and roentgenographic examina- 
tion, including extra-oral roentgeno- 
grams, should be made. Removal of the 
causative agent, if possible, should be of 
first consideration. Frequently, such 
agents may be ill-fitting appliances, 
crowns and bridges, and these should be 
removed. Jagged edges of teeth in the 

1. Kaplan, I. I.: Lesions of Mouth, Treat- 


ment with X-Rays, Radium and Endothermy, 
D. Items Int., 52:296 (April) 1930. 
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vicinity of the malignancy should be 
smoothed or the teeth extracted. Where 
there is cheek-biting, if grinding of the 
teeth will not relieve the condition, the 
offending tooth or teeth should be re- 
moved. The presence of bad teeth may 
often cause malignancy of the lip and 
cheek and should be cared for as the con- 
dition requires. Associated general con- 
ditions, such as syphilis and diabetes, 
should receive appropriate attention at 
the same time that the local lesion is being 
treated. 

When carious teeth are present, these 
should be excavated and the cavities 
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Fig. 1 (Case 1).—Appearance of case on 
admittance. The lower left cuspid is embedded 
in the lesion. 


filled. ‘Thorough mouth prophylactic 
treatment is essential to clear up infec- 
tion, especially Vincent’s, and treatment 
should be instituted until microscopic ex- 
amination proves its eradication. 

In many cases, teeth and roots are em- 
bedded in the malignant growth. These 
must be removed with as little irritation 
to the lesion as possible, and as in most 
cases they are not solidly embedded. in 
bone, removing them with forceps is not 
difficult. It is well to remember all the 
“don’ts” for exodontia in acute infections, 


as adherence to these principles in the re- 
moval of these teeth and roots will pre- 
vent irritation of the malignant area. For 
the same reason, if local anesthesia is re- 
quired, one must be careful not to allow 
the syringe needle to pass through the 
malignant area. In judging the extent 
of the lesion, a careful study of the roent- 
genograms is necessary, for, in some in- 
stances, the lesion may be so placed or of 
such size that injection anesthesia is im- 
possible. In such cases, when both local 
and general anesthesia are contraindi- 
cated, extraction even with pain is better 
than allowing these teeth to remain. A 
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Fig. 2 (Case 1).—Appearance of case after 
spreading of lesion to right side of mandible, 
involving lower right cuspid. 


local application of ethyl chloride spray 
may sometimes be of aid. 

It is advisable to remove teeth in the 
vicinity of a growing malignant lesion 
before intense irradiation is employed, 
for, after irradiation, extractions from 
devitalized tissue may give rise to severe 
complications; and, for this reason too, 
it is of utmost importance to remove all 
associated oral disease before irradiation. 
Teeth with pulp and apical involvements, 
residual infections and all other disease 
should be cared for. It is always better 
to forestall any possible acute infection 
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in the oral cavity, later treatment of 
which will interfere with the work of 
the therapist and lessen the chances of 
recovery of the patient. 

Advanced periodontoclasia is a compli- 
cation in many of these cases, as patients 
suffering from carcinoma are at the age 
when this condition prevails. The radical 
extraction of these teeth is advisable, 
since the lowered resistance of these pa- 
tients will seriously interfere with treat- 
ment. We must also bear in mind that 
there is not sufficient time to institute and 
carry out a successful course of treatment 
for periodontoclasia. These “pyorrheic’”’ 
teeth may become loose and sore during 
the course of irradiation when it is in- 


Fig. 3 (Case 2).—Appearance of case, show- 
ing involvement of left parotid gland with 
facial paralysis of same side. The therapy 
employed was believed to have led to in- 
volvement of the left maxillary second molar. 


advisable to practice exodontia or sub- 
gingival curettage, and therefore such 
treatment should be carried out before 
irradiation is begun. 

The problem of what to do with de- 
vitalized teeth is important. Whether to 
leave or remove them is still a moot ques- 
tion. In view of the recent work by 
Rosenow? and others, I believe that the 


2. Rosenow, E. C.: Studies in Focal Infec- 
tion, Elective Localization, and Cataphoretic 
Velocity of Streptococci, D. Cosmos, 76:72! 
(July) 1934. Importance of Focal Infection 
as Related to Health, to be published. 
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removal of all devitalized teeth in cancer 
patients is a necessary procedure, even 
though the patient apparently does not 
suffer from any focus of infection. Pa- 
tients with a definitely bad prognosis 
should not be made to endure extreme 
procedures unless it is for immediate al- 
leviation of suffering. 

All the needed dental work should be 
carried out in as short a time as possible, 
in order that the specialist may institute 
any further treatment required and ex- 
peditiously curb the progress of the ma- 
lignancy. 

During and after the period of irradia- 
tion, occasionally surgical interference 
may be imperatively required, either for 
relief of pain or for forestalling progress- 
ive disease. Since the treatment of these 
patients needs be most humane because 
they suffer greatly and the prognosis is 
usually poor, one is tempted to use ac- 
tive measures to relieve them even though 
the so-called safe period following irradi- 
ation, which is approximately one month, 
has not expired. Consequently, osteomye- 
litis occurs in some of these cases. By 
careful postoperative treatment, infec- 
tions may be curbed within a relatively 
short period without many complications. 
The oral operation should be accom- 
plished with the least amount of irrita- 
tion and curettage ; and patients so treated 
should be examined daily, the wounds 
irrigated and all sequestra gently re- 
moved as they form. Abstinence from 
unnecessary surgical curettage should be 
the rule. 

Where an operation is performed after 
the effect of intense irradiation has passed, 
the same. rules of caution should be ap- 
plied, because, in many instances, it may 
be years before the osseous structures re- 
gain their original vitality. 

Care of the surface of the face and 
jaw is necessary when roentgenography is 
required shortly after roentgen therapy 
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has been applied, in order to prevent 
roentgen-ray burns and subsequent ne- 
crosis of the tissues exposed to the rays. 
The therapist should be consulted as to 
how much, if any, exposure the patient 
can safely undergo in a given area. 

Because the mouths of these patients 
receiving irradiation are usually sore be- 
fore, during and after treatment, they 
have the tendency to neglect oral hygiene. 
It is therefore incumbent on the dentist 
to keep the patient under observation, in 
order to administer proper prophylactic 
care of the mouth. Here again, we must 
urge the dental practitioner to be gentle 
and to avoid subgingival curettage dur- 
ing the periods outlined above, for the 
reasons given. 

The following extracts of case reports 
from the New York City Cancer Insti- 
tute Hospital, service of Ira I. Kaplan, 
are illustrative of the procedures men- 
tioned. 


REPORT OF CASES 


Case 1.—F. W., admitted to hospital, 
Sept. 26, 1933, five weeks before admission 
had had five or six teeth extracted in the 
area of the local lesion. He had noted the 
lesion for a few weeks previously, when it 
was of small size (Fig. 1). The lower left 
cuspid was embedded in the lesion. The 
lower right cuspid was the only other tooth 
in the mouth. 

Roentgenograms and biopsy were made 
September 27, the roentgenographic findings 
being indicative of a low-grade osteomyeli- 
tis of the jaw. The biopsy report on the 
soft tissue was squamous cell epithelioma. 

Roentgen therapy was decided on as the 
mode of treatment; and, on consultation 
with the dental division, it was decided to 
extract the lower left cuspid, which was 
embedded in the lesion, and the lower right 
cuspid, because the lesion was apparently 
growing toward this tooth. The patient 
refused to have the lower right cuspid 
extracted. 

October 2, the lower left cuspid was ex- 


tracted, literally “tugged out” with a for- 
ceps under local anesthesia, an inferior 
dental injection. 

Jan. 8, 1934, it was noted that the lesion 
had grown to include the lower right cus- 
pid, which the patient had previously re- 
fused to have extracted (Fig. 2). 

The disease progressed and the patient 
died January 29. 

Postmortem examination revealed: bron- 
chopneumonia and squamous cell epithe- 
lioma of the alveolar process, floor of the 
mouth and surrounding tissues, with meta- 
stasis to the submental nodes. 

Case 2.—H. M., admitted to hospital, 
Sept. 14, 1932, had been transferred from 
another hospital where he had received 
radium treatment from September to Octo- 
ber, 1931. 

The admitting diagnosis was mixed 
tumor of the left parotid gland (Fig. 3). 
There was a facial paralysis of the left 
side. 

Roentgen therapy was administered from 
October, 1932, to March 25, 1933. At 
this time, the patient complained of pain 
and an uncomfortable feeling in the region 
of the upper left second molar, which was 
the only tooth on the left side of the max- 
illa. On oral examination, we were led to 
believe that there was an infection and 
necrosis in this area. 

Treatment was discontinued, and April 
17, the tooth was extracted. The entire 
tuberosity was a necrotic mass and was 
gently curetted out. A drain was inserted, 
and the overlying gingiva was not sutured. 
The patient was seen thrice weekly, the 
drains were changed and the socket was 
irrigated. April 26, 1933, owing to the con- 
stant accumulation of infected matter, the 
entire overlying gingiva was dissected away, 
all exposed bone broken away with ron- 
geurs and the mass gently cleaned out. 
The patient was then cared for thrice 
weekly with mouth hygiene. 

May 1, clinical examination revealed the 
process of repair going on, and by June 2, 
the lesion had healed completely, with 
regeneration of the tuberosity. 

2511 Chanin Building. 
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Editorials 


THE 1935 SESSION OF THE AMERICAN DENTAL 
ASSOCIATION 


November 4-8, 1935, at New Orleans was held one of the most 
interesting annual sessions that this organization has ever had. 

The Committee on Local Arrangements had exerted themselves 
to the utmost to make provision for the entertainment of the mem- 
bers and visitors, and the stage was appropriately set for the con- 
venient functioning of all of the activities of the meeting. 

The President’s address at the first general meeting by Frank M. 
Casto was a masterpiece of logic and fact, and it should forever si- 
lence the advocates of insurance dentistry. The address may be 
found in this issue of THE JOURNAL. Read it. 

The testimonial luncheon in honor of Harvey J. Burkhart, Mon- 
day noon, by the Past Presidents, Board of ‘Trustees and House of 
Delegates was a most delightful affair, with a number of distin- 
guished speakers to grace the occasion. The luncheon was under 
the direction of Harry Bear, one of the Trustees. 

The entertainment Monday night at the Municipal Auditorium, 
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consisting of an old plantation dance, was a most elaborate presenta- 
tion of typical Southern scenes interspersed with Negro melodies 
that were delightfully entertaining. 

The general meetings were characterized by breadth of thought 
on the current topics of the day as they relate to the policies of the 
profession and to society at large. The second general meeting, on 
Tuesday evening, was addressed by two outstanding members of 
the American Medical Association, James L. McLester, president 
of the A.M.A., and R. G. Leland, director of the Bureau of Medi- 
cal Economics, A.M.A. The former speke on “The Physician 
Looks at Dental Education,” and the latter on “Medicine and So- 
cial Changes.” Each man handled his subject with earnestness and 
vision, and it was a treat to listen to them. The one on Wednesday 
night was addressed by Past-President A. C. Wherry on the sub- 
ject “Are the Science and Art of American Dentistry to be Sacri- 
ficed to a False Panacea?” When Dr. Wherry finished with his 
presentation, there was little doubt left in the minds of the listeners 
as to his attitude on the question of panel or state or insurance den- 
tistry. He recited many significant experiences of his visit to Europe 
in the summer of 1935, when he interviewed all classes of citizens 
as well as many dentists on the subject, in no single instance finding 
any reaction in favor of such a system. 

The section meetings were unusually well attended and the in- 
terest was manifest throughout. ‘The scientific and commercial ex- 
hibits were well staged and were very interesting, the municipal 
auditorium furnishing excellent facilities for this purpose. 

The House of Delegates passed some constructive legislation, the 
details of which cannot be outlined here. At least it should be said 
that the Delegates entered energetically into the task of legislating 
the various issues under consideration and with a seriousness of 
purpose that augured well for the constructive development of the 
organization. 

In this connection, it should also be said for the benefit of the 
Association that the Board of Trustees devoted themselves whole- 
heartedly to the task of administering their high office with an in- 
sight and devotion that demonstrated the fact that the Association 
was in safe hands with the personnel of the board as ordinarily con- 
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stituted. No one can follow the deliberations of this body without 
being impressed with the seriousness of the obligation involved in 
serving on the Board. To go through one annual session with its 
various sittings is to expend an amount of energy that is enough to 
drain the physical and mental resources of any body of men, and 
this does not take into account the midwinter meeting that is always 
held between the annual sessions. Members of the Association 
sometimes envy the Trustees the position they hold, but if these 
same members could have a taste of what the Trustees go through 
at each session they would sing a different song. This service comes 
nearer being an altruistic one than falls to the lot of most men, and 
our members generally should feel under the deepest obligation to 
the men who thus unselfishly serve them. 

The attendance at New Orleans was larger than had been antici- 
pated, but at this writing the exact figures are not available. 

The newly elected officers are as follows: 

President, George B. Winter, St. Louis, Mo.; President Elect, 
Leroy M. S. Miner, Boston, Mass.; Vice Presidents, Fred J. Wolfe, 
New Orleans, Fred Adams, New York City, and Homer B. Rob- 
ison, Hutchinson, Kan.; Secretary, Harry B. Pinney, Chicago, III. ; 
Treasurer, Roscoe H. Volland, lowa City, Lowa. 

Oakland, Calif., was selected as the next place of meeting. 


CHRISTMAS SEALS FOR 1935 


Relatively few of our members actually realize the far reaching 
effects of the work that is being accomplished as the result of the 
fund that is raised annually from the Christmas seals. 

Only the members of the Relief Commission, the Relief Com- 
mittee and our executive officers can have any conception of the fine 
work that is being done for the relief of distress among our mem- 
bers. Some of the most pathetic incidents in the lives of the un- 
fortunate in our ranks are almost daily being brought to light, and 
as often as these cases are referred to the Relief Commission, they 
are carefully and promptly investigated and acted on accordingly. 
In no activity of our Association or in no activity of life generally 
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can there be found a more beneficent service than that represented 
by the administration of the Relief Fund. In numerous instances 
where illness or other exigency has suddenly come to one of our 
members, the Relief Fund is the only thing that has stood between 
the unfortunate member and the most abject want. Emergencies 
may arise in the lives of any of us, and adversity is no respecter of 
persons. 

Out of dozens of such cases, a single incident brought to the 
attention of Dr. Pinney, our Secretary, may be mentioned: In 
1931, one of our members contracted tuberculosis. Like many 
others, he had let his insurance lapse. The outlook seemed dark. 
Physicians informed the sick man that conditions in his environ- 
ment happened to be particularly bad for tuberculosis. But what 
was he to do? His economic reserve was-not sufficient to permit 
him to go to a more favorable climate. At this juncture, he thought 
of the Relief Fund. Application was made to the relief agencies 
of his local society, and by them to the Relief Commission of the 
American Dental Association. Promptly, he was sent to a sanita- 
rium in the west, where he remained for one year, the relief checks 
coming to him regularly each month. At the end of this time, he 
was reported in good physical condition, but felt that another year 
in a favorable climate would be advisable. He secured employment 
in another sanitarium in the west, where he worked and rested for 
another year, at the end of which time he was informed that it was 
perfectly safe for him to resume his practice in his own state. He 
has now been in active practice for nearly a year, has been married 
and is pronounced in perfect health. 

Lest this all-too-brief recital may not sufficiently sink into the 
consciousness of some of our members who have thought of the 
relief fund as something remote and not particularly concerned 
with their own individual responsibility in the matter, or with 
their personal obligation to support the fund with a liberal con- 
tribution to the Christmas seals fund, we are permitted to identify 
the member whose experience has here been recited. The man who 
has benefited in this concrete way is David M. Annenberg of Cin- 
cinnati, Ohio. Let those who have for any reason been lukewarm 
about the necessity for this fund, or who have been indifferent to 
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the concrete benefits to be obtained from its operation, ponder care- 
fully the experience of Dr. Annenberg. 

It might also be well to remember that this is only one isolated 
case out of scores in which human life has been saved and sweetened 
through the beneficence of the Relief Fund. Many of those who have 
been helped have for one reason or another hesitated to have their 
affliction known, and no one can ever tell the extent of this benef- 
icence except the officers of the Association, the Relief Commis- 
sioners and Committees and those most intimately connected with 
the administration of the fund. 

Each year as Christmas approaches, a large corps of willing 
helpers are busy in the Central Office of the Association taking care 
of the clerical work involved in sending out and collecting for the 
seals, and it is a labor most cheerfully performed. What other sea- 
son of the year is so propitious as this for exhibiting the better im- 
pulses of our common humanity? 

Christmas is the emblem of charity and good will. Around the 
blazing hearths of thousands and thousands of our fellowmen, there 
gather the dear ones from far and near to mingle in the blessed 
sentiment of the Yuletide. ‘he mistletoe and holly, the clarion bells 
tingling in the ambient air, the prattle of little children and the 
shrill cries of merriment and youth all typify the aura of Christmas. 
The gentle sacred hush that comes over the hearts of men and 
women in contemplation of this our one universal birthday of 
Christendom sanctifies our souls and makes us more nearly akin 
to the divinity that is in the minds and impulses of old and young, 
of poor and rich alike. 

All hail to this benevolent Prince of Peace, the typical embodi- 
ment of all that is tender and sublime, of all that is lowly and noble, 
of all that is forgiving and charitable, of all that sweetens the lives 
of men and women and makes them forget the sordid things of life. 
Christmas is the great purifier, the great sanctifier, the great de- 
liverer. Without Christmas, it is conceivable that we might abandon 
our ideals and revert back to barbarism. 

When the Christmas seals come to your office or your home, give 
from the abundance of your heart. We do not ask that you “give 
till it hurts.” This proverbial and pressing appeal is not necessary, 
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for the reason that it will not hurt any one to give a dollar. But the 
aggregate of a dollar for each member would soon assure the Relief 
Fund of sufficient reserve to amply care for every member in dis- 
tress. Let us make it 100 per cent this year and thereby gladden the 
hearts of every one who may be in distress. 


PRACTICE IN PARAGRAPHS 


< This department is intended for busy readers. It aims to tell a vivid story in a™ 
few words. Items should be of a practical character, and free from padding— 
not more than a paragraph or two. We exact no limit, but two hundred 
words can tell most of these stories. Send in your ideas; they will be welcome. 4 


Surgical Files—These instruments can be used advantageously for smoothing down 
the sharp edges and projecting points of the bone without raising the mucoperiosteal 
flaps. Surgical files can be readily introduced between the bone and the periosteum 
without causing any trauma.—James L. Zemsky, 147 Fourth Ave., New York City. 


Importance of Careful Examination—As the most deadly tumors (sarcomas) are 
usually not painful in the early stages, every mouth should be carefully examined for 
the presence of such growths. These are not infrequently situated in positions not 
easily accessible to sight and touch and, owing to the absence of pain, may entirely 
escape the patient’s notice until they have existed for some time and have attained con- 
siderable size, the situation being hopeless—James L. Zemsky, 147 Fourth Ave., 


New York City. 


Extraction of Deciduous Molars—Just prior to the exfoliation of each deciduous 
molar, there occurs a rapid and pronounced elongation of the tooth, sufficient to 
prevent the neighboring teeth from functioning with their antagonists. Since this 
phenomenon is a natural step to aid in the acceleration of vertical growth, in the tran- 
sition to a very different adult occlusion, such teeth should be retained until the last 
moment of tolerance of the patient—Frank A. Delabarre, 520 Beacon St., Boston, 


Mass. 


Aids in Treatment of Stomatitis—Patients with stomatitis presenting swollen 
submaxillary lymph glands, fever and other constitutional symptoms should be advised 
to keep the bowels open, subsist on liquid diet and take as much orange or lemon juice 
as they can. Pain may be relieved by the administration of various anodynes. Capsules 
made up of 3 grains each of chlorbutanol and acetphenetidin and 1 grain of citrated 
caffeine usually prove quite efficacious when taken internally at three hour intervals.— 
James L. Zems&y, 147 Fourth Ave., New York City. 


Thoughtfulness Vs. Indifference—Sometime soon, when attending a dental con- 
vention, send a few souvenir postal cards home to a few “shut in” patients or friends, 
not as an experiment,’ because the effectiveness has proved to be far beyond the experi- 
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mental stage. The afflicted are particularly susceptible to little deeds of sincere 
thoughtfulness. Thoughtlessness, neglect, indifference, procrastination and failure in 
life to do the little things, in behalf of others, are a few of the petty sins which beset 
us.— Herbert Ely Williams, Red Bank, N. J. 


Natural Teeth Vs. Dentures—If the dentist fully realized the value of a few lower 
anterior teeth, fewer full lower dentures would be made. The mandible, being the 
movable jaw, does all the cutting, grinding and chewing. The maxilla is immovable 
and cannot of itself cut and grind, but it can and does serve as a “stop” for the man- 
dible, which does most of the “mealtime execution.” The dentist especially who has 
retained his nature-given teeth as long as possible, and has worn dentures longer yet, 
should be a fairly logical judge of the difference between the work of nature and the 
work of man.—Herbert Ely Williams, Red Bank, N. J. 


Practical Preventive Against Incipient Decay—So much has been spoken and 
written about the problem of prevention of dental caries that the situation has become 
almost bewildering. The efficacy of diet has been heralded till the heralds have nearly 
grown hoarse, and the readers have sometimes grown weary. But here is a preventive 
that is simple, practical and effective. It is common knowledge that decay begins 
usually in pits and fissures and in the smooth surfaces of the teeth in the proximal 
areas. Decay beginning elsewhere is negligible, but even decay beginning elsewhere 
may be checked by the judicious use of nitrate of silver. This has often been recom- 
mended, but the most effective way of applying it is as follows: Take a solution of 
ammoniated silver nitrate, procured at any drug store, and, with a broad thin spatula- 
like instrument that will slip between the proximal surfaces of the teeth, dip it in 
the solution and pass between all teeth back of the cuspids. Immediately set the solu- 
tion with oil of cloves. Even if there is a little discoloration, it will not be noticeable 
in the molars and bicuspids, and most of the stain can be polished off with a rubber 
cup and pumice. In the orphanages, it should be used on all teeth. A child would 
better have a stained spot than a cavity. Keep the solution from the lips and face.— 


James E. Keefe, Chicago, Iil. 


Prophylaxis Vs. Cleaning—In the September issue of THE JOURNAL, under 
“Prophylaxis Vs. Cleaning” is this statement: “Advising unnecessary prophylaxis 
semi-annually in compliance with custom is distinctly unfair to our patients.” What is 
the difference between prophylaxis and a cleaning? There should be no difference. I 
regard the cleaning of the teeth, or prophylaxis, the greatest service a dentist can 
render a patient. Why? Because, properly done, it reduces inflammation in the soft 
tissues, removes infectious material and, to a great extent, prevents decay and pyor- 
rhea. How often should a cleaning be given? That depends on how clean the patient 
can keep the teeth. It has been my experience that the average patient needs attention 
every four months instead of semi-annually, and I say this after an experience of over 
twenty years. The average dentist does not want to clean teeth any more than he 
wants to work for children, and that is because patients have not been educated to its 
value and because the fee is usually small. This light regard of cleaning is one of the 
things that is the matter with dentistry today, and notwithstanding the fact that I 
had made up my mind not to appear in print again, I have to raise my voice in protest 
every time I read anything depreciating the value of prophylaxis.—C. E. Hines, 703 
Nat'l Bank, Memphis, Tenn. 
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COUNCIL ON DENTAL THERAPEUTICS 


ACCEPTED DENTAL REMEDIES 


The following articles have been accepted as conforming to the 
rules of the Council on Dental Therapeutics of the American 
Dental Association. The Council desires dentists to understand 
that the admission of an article does not imply a recommendation. 
A copy of the rules which govern the Council in the consideration 
of articles will be sent on request. 

SAMUEL M. Gorpon, Secretary 


ANESTHETICS—LOCAL 


Cobefrin Hydrochloride.—Racemic 3, 4-dihydroxy-phenyl- 
propanolamine-hydrochloride. —Racemic amino- -propanol- 
catechol- hydrochloride. — Racemic alphahydroxy-beta- 
methyl-beta-amino-ethyl-meta, para-dihydroxy-hydrochlo- 
ride, — (OH):,CeHs;CHOHCHNH,CH;HCI. — The hydro- 
chloride of an alkaloid prepared synthetically by the reduc- 
tion of the corresponding ketone. 

Properties: Cobefrin hydrochloride is a white crystalline ponies, 
soluble in water (1 gm. in 1.5 c.c.) and in alcohol (1 gm. in 15 c 
It is C= set gg insoluble in ether. It melts at 178-179 C. (with “te. 
composition). It is optically inactive. 

ACTIONS AND Uses: Cobefrin is an alkaloid related chemi- 
cally to epinephrine, differing from the latter in possessing 
a primary amine group and a methyl group attached to the 
carbon atom, beta to the benzene ring, in place of the methyl 
amino group. 

The pharmacologic action is qualitatively similar to that 
of epinephrine. It differs from the latter quantitatively. 
Solutions tend to decompose on standing, but at a slower 
rate than epinephrine. 

Cobefrin is about one-twelfth as active as epinephrine in 
constricting blood vessels and raising blood pressure in ani- 
mals. This lower circulatory efficiency is consistent with a 


lower systemic toxicity. The margin of safety compared to ta: 
that of epinephrine is about 4.’ Clinically, the concentration ga 
of Cobefrin used in local anesthetic solutions is about five 
times that of epinephrine. Effective systemic doses are two 
to five times higher. col 

It may be used by topical application for the treatment of on 

OSAGE: As a vasoconstrictor in local anesthesia, from ‘ 
1:80,000 (0.00125 per cent) to 1:10,000 (0.01 per cent). For we 
oes application to bleeding areas on the mucous membrane, pre 
1:200 (0.5 per cent) in water. Ca 
Winthrop Chemical Co., Inc., New York City. 

No U. S. patent. U. S. trademark 314,527. 

One gram of dissolved in 5 c.c. of water to 
containing 2 drops of 2 N sulfurous acid solution, cooled in ice and St: 
treated with 1 c.c. of diluted NH«OH test solution yields the free base. 

After filtering by suction, washing once with 5 c.c. of alcohol and ha 
twice with 5 c.c. of ether and drying, it melts at about 200 C., with Co 


decomposition. 
Dissolve 0.05 gm. Cobefrin hydrochloride in 100 c.c. water and 
treat separate portions as follows: ; 
2 c.c. treated with 5 drops of dilute ferric chloride solution (1:25) ha: 


- 1. Tainter: Arch. internat. de pharm. et ther., 41:365, 1931. 
Jour. A.D.A., Vol. 22, December, 1935 2134 


(R 
‘ 


Council on Dental Therapeutics 


yields green which changes to olive green and eventually to red. 
Suprarenin fe inephrine) bitartrate similarly treated changes more 
quickly to red (distinction from epinephrine). . } 

_2 c.c. treated with 3 c.c. of 4 per cent mercuric acetate solution 
yields yellow, which changes to red on heating. Suprarenin (epineph- 
rine) bitartrate similarly treated changes to red at room temperature 
(distinction from epinephrine). di : 

6_c.c. slightly acidified with dilute nitric acid and treated with 
AgNOs test soiution yields a precipitate that is soluble in NHsOH. 

A freshly prepared solution (1:100) should be clear, colorless and 
neutral to litmus. 

10 c.c. of a 1:100 solution treated with a few drops of sodium sulfide 
test solution Ce no precipitate (heavy metals). 

0.1 gm. yields no weighable residue on ignition. : 

Cobefrin hydrochloride melts at 178-179 C. with decomposition. 

4 per cent solution does not rotate a plane of polarized light. 

Cobefrin hydrochloride yields from 15.8 to 16.5 chlorine, on the 

Novocain Solution with Cobefrin (1:10,000)-Cook: Each 
cubic centimeter is said to contain: novocain 0.02 gm. (2 per 
cent); cobefrin, 0.0001 gm. (1:10,000); sodium chloride, 
0.002 gm.; potassium sulphate, 0.004 gm.; acetone sodium 
bisulphite, 0.002 gm. in distilled water. 

Manufactured by Cook Laboratories, Inc., New York City. 

Novocain Solution with Cobefrin (1:10,000) in Cartridges, 2 to 

Novocain Solution with Cobefrin (1:10,000) in Ampules, 2.5 c.c. 

Novocain Solution with Cobefrin (1:10,000)-Waite: Each 
cubic centimeter is said to contain: novocain, 0.02 gm. (2 
per cent); cobefrin, 0.0001 gm. (1:10,000); potassium bisul- 
phite, 0.00046 gm.; in vehicle composed of ortho and para- 
mono-iodo-phenols, 0.0002 gm.; potassium iodide, 0.00015 
gm.; glycerin, 0.125 c.c. and distilled water. 

Manufactured by Antidolor Mfg. Co., Inc., New York City. 

Novocain Solution with Cobefrin (1:10,000) in Cartridges 2 to 
2.5 
Novocain Solution with Cobefrin (1:10,000) in Ampules, 2.5 c.c. 


ANNUAL REPORT OF THE COUNCIL ON DENTAL 
THERAPEUTICS, 1934-1935 


For a little over five years, the Council on Dental Therapeutics has applied itself to the 
task set for it by the Association of informing the dental profession and the public in re- 
gard to the drugs, particularly those of a proprietary nature, which they prescribe or 
which their patients are urged to use. During this time the Council has sought to en- 
courage and help the conscientious, honest and far-seeing manufacturer. It has impressed 
on the manufacturers who did not sufficiently have the interest of the dental profession 
at heart the futility of a policy of secrecy and misrepresentation. It has spread its reports 
and recommendations before dentists so that they might better appraise the proprietary 
propaganda brought to their attention. In the performance of this task, the members of the 
Council have worked unceasingly and without remuneration. 

The Council’s recompense is the expressions of commendation which continually come 
to it from individual dentists, from organized dental groups and even from manufacturers. 
Strangely enough, commendation comes even from those manufacturers whose products 
have been the subject of condemnation by the Council. This indicates that although the 
Council’s reports are critical, they are eminently fair. 

Not only in this country, but in almost every quarter of the globe, the Council’s work 
has been the subject of commendation. The editor of the Swiss Dental Association 
(Revue mensuelle suisse d’Odontologie) in an editorial views the Council thus: 

“We are today the too easy prey of some large pharmaceutical houses, who sell us 
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products the exact composition of which is denied us. Thirty years ago the American 
Medical Association instituted a Council on Pharmacy and Chemistry. Nine years ago 
the American Dental Association established its own Council on Dental Therapeutics. 
Five chemists outside of our profession, together with eight eminent members of the 
American dental profession, make a careful selection from the multitude of products ad- 
vertised in the journals. This work, directed by a Secretary, Samuel M. Gordon, is en- 
tirely disinterested, thus adding to the moral force of the work. 

“What results have these men obtained? They have purified the advertisements in 
many of the dental journals. For example, THE JOURNAL OF THE AMERICAN DENTAL 
ASSOCIATION accepts for advertising only Council-acceptable products. They have lib- 
erated the profession from the yoke of some large pharmaceutical houses by stimulating 
them to secure the approval of the Council and to perfect their products in line with the 
new competition. Certain houses pride themselves on having secured the seal of the 
Council before putting new products on the market. Only those products not mentioned 
in the U. S. Pharmacopoeia are examined. This inhibits, among other things, some well- 
intentioned confréres from making lectures on proprietary articles, the composition of 
which is unknown to them. It puts teachers on guard against the undesirable practice of 
giving a simple name to a medicament without bothering about its composition. 

“Tt would have been unfair if the work were purely destructive by the denunciation 
of noxious products which in no way met the claims made for them. But the Council has 
completed its purifying work by publishing the names of acceptable proprietaries, ac- 
companying them by its decisions in considerable detail, as it does, in justifying its con- 
demnations. The regulations prohibit the exhibit of a product condemned in the exposi- 
tion of the Association. 

“In summary, our American confréres have at their disposal a remarkable service not 
only for the profession but also for the public. We can only envy them.” 

The effectiveness of the Council’s work is becoming more apparent because of the sup- 
port it is receiving from the practicing dentist and because of the publicity which is now 
given the Council’s reports by THE JOURNAL OF THE AMERICAN DENTAL ASSOCIATION and 
by the many state and independent journals that are assisting in this support. It is gratify- 
ing to note the increasing number of journals of state societies which will admit to their 
advertising pages only Council-accepted products. It is hoped that action will be taken at 
the New Orleans meeting to encourage further this desirable policy. 

Several of the new dental textbooks which in any way deal with medicinal articles fol- 
low the Council. This is an encouraging sign because of the part that dental textbooks 
play in the training of the dentist of tomorrow. 

THE WORK OF THE COUNCIL 

Briefly, the work of the Council is a task of advising the dental profession which, 
among the nonofficial medicinal products offered by the manufacturers of pharmaceuticals, 
are worthy of their time and attention. This involves, of course, making reports on prod- 
ucts that are found to be not acceptable. A product is accepted if there is adequate evi- 
dence in favor of its therapeutic usefulness, and if it otherwise conforms to the principles 
which years of experience have shown are necessary, and which govern admission to Ac- 
cepted Dental Remedies, the annual volume in which are described the products which the 
Council has found acceptable. The rules or principles governing acceptance are published 
in that book and in a separate little booklet for the guidance and information of both the 
dentist and the manufacturer. 

One desirable tendency which is increasing is the custom of representatives of the 
more reputable pharmaceutical houses in consulting the Council concerning their products 
and advertising before the product is actually put on the market. Manufacturers now 
informally seek the advice of the Council before launching new products. Manufacturers 
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whose products have been discussed in a critical manner desist from putting new products 
on the market or in some cases consult the Council before launching new products. 

Once a product is accepted it remains in Accepted Dental Remedies as a nonoffcial 
product as long as evidence is available to show its possible usefulness and it does not 
conflict with the rules. If a product does not fulfil its promise of therapeutic usefulness, 
it is omitted from the book. 

The acceptance of any product expires at the close of three years, at which time it is 
reexamined and its acceptance continued if it is satisfactory, or discontinued if it is 
found not to measure up to the standards by which it was originally judged. Dentifrices 
are an exception to this general rule. They are accepted only for a period of one year, 
in order to permit examination at more frequent intervals. During this period the promo- 
tion of a product is constantly being observed by the Council. With the exception of the 
continuation of acceptance, all the Council’s actions, whether of acceptance, rejection or 
omission, are published in THE JouRNAL and later in Accepted Dental Remedies. This 
gives full publicity for all of the Council’s decisions to the public, manufacturers and 
dentists alike. 


ACCEPTED DENTAL REMEDIES 


During the past year the little volume of the Council, Accepted Dental Remedies be- 
came a reality. Approximately six thousand copies of the book were disposed of. This 
distribution far exceeded the original expectation. Indeed, orders which are now being 
received for the book cannot be filled until the next edition of the book is printed about 
October 1. The officers and members of the House of Delegates are requested to advise 
their members in their societies of the availability of the book. Copies can be obtained 
by sending one dollar to the office of the Association. 

Accepted Dental Remedies has been placed on the required or recommended list of 
textbooks of practically every dental school in the country. It is planned to revise Ac- 
cepted Dental Remedies annually because of the changes which take place in the field 
considered by the Council. Thus, in return for one dollar, the dentist has within easy 
reach the latest and unbiased information on official and nonofficial drugs useful in dental 
practice. 

The book has been thoroughly revised. The general articles have been brought up to 
date and the descriptions of the individual drugs have been revised wherever necessary. 
The book is thus a valuable reference text for students as well as for the practicing 
dentist who wishes to keep informed on the latest advances in dental therapy. An index 
to the unaccepted reports is included in the book, adding materially to its value as a refer- 
ence book. If Accepted Dental Remedies were not available, there would be no book 
with standards for nonofficial drugs of dental usefulness. Accepted Dental Remedies 


fills this need. 
SPECIAL REPORTS OF THE COUNCIL 


Aside from reporting on the acceptance or nonacceptance of products, the Council 
issues another type of report of a special nature. These reports are contributions to the 
advancement of knowledge by clearing up points concerning drugs and drug therapy. 
Four such reports published during the past year are: “Agranulocytosis: A Critical Re- 
view of Causes and Treatment, Historical and General,” which was the subject of hearty 
editorial comment in the April, 1935, issue of THE JouRNAL, “Treatment of Hypersensi- 
tive Dentin,” “Topical Anesthetics with Reference to Saligenin,” and “Azochloramid.” 


ACCEPTED AND UNACCEPTED PRODUCTS 


It is not necessary at this place to detail those products which have been accepted or 
those which have been found unacceptable. The policy of the Council of giving full 
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publicity to its decisions makes this information available to the dentist during the course 
of the year. These reports have appeared in THE JOURNAL. 

In connection with the consideration of dentifrices, the Council is often asked if the 
product is not a worthy one aside from the false claims. This is a fair question, but it 
should be realized that where there are no standards published for products of this type 
the standards for evaluation of products must of necessity be the representations made in 
their promotion and in advertising. 

The Council cannot pass over the opportunity of expressing in this place its apprecia- 
tion to the Contact Committee of the Board of Trustees composed of Drs. Ward, 
Chairman, Bear and Meisell whose understanding of the problems of the Council and 
of the Association have resulted in promoting the Council’s work. Consequently, not 
a month passed by during the course of the year without the appearance of a report of 
the Council in THE JourNAL. An inspection of the reports of the Council shows a wide 
range of products considered, embracing almost every field of dentistry and oral hygiene. 


INDIVIDUAL COMMUNICATIONS 


In the course of the year, the Council replied to thousands of requests from dentists 
and from the laity for information on products which as yet have not been the subject 
of published reports. The number of such inquiries increases as the work of the Council 
becomes better publicized. Dentists are urged to feel that no question is too simple or 
too complex. If the information is not immediately available, an attempt is made to secure 
as much information as will enable the dentist to reach an intelligent opinion on a product. 
Since the Council exists for service to, and advancement of, the profession, the officers and 
the members of the House of Delegates are urged to apprise their members in every 
hamlet of the country that the Council desires to be of individual help wherever possible. 


OTHER PUBLICATIONS OF THE COUNCIL 


It is the custom of the Council to secure reprints of its reports, which are sent to den- 
tists when inquiry is made on products for which reports have appeared. Many dentists 
have spoken to, or written to, the secretary of the Council concerning the desirability of 
collecting the reports on unacceptable products in one volume like Accepted Dental 
Remedies and selling it for a nominal sum. This project was presented to the Board of 
Trustees at their meeting in February and is now under consideration. 

Despite the fact that such a project would throw an additional amount of work on the 
already over-burdened time of the full time employes of the Council, the Secretary of the 
Council has expressed willingness to proceed with this project provided sufficient interest 
is shown in it so that the original cost will be defrayed. 


ADDRESSES 


During the course of the year the Secretary has made addresses before the following 
dental societies: Englewood (Ill.), Gary (Ind.), Carbondale (IIl.), Beloit (Wis.), Belle- 
ville (Ill.), Lansing (Mich.), Minneapolis (Minn.), LaGrange Chemist Club, First 
District Dental Society (New York), Springfield (Ill.), Peoria (Ill.), Neenah (Wis.), 
St. Charles (IIl.), Oklahoma State, Indiana State, Ann Arbor (Mich.), North Carolina 
State and Virginia State. The exhibit of the Council was shown at St. Paul, Chicago Mid- 
winter Meeting, Denver, Long Beach (Calif.), New York and St. Louis. 


NECESSARY ASSISTANCE IN THE LABORATORY 


In several communications to the Board of Trustees, the Council has referred to the 
desirability and necessity of increased technical assistance to carry on the laboratory 
activities of the Council. The Secretary of the Council, who carries on the laboratory 
work in connection with Council duties, is greatly overburdened, with the result that many 
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important investigations, both on proprietary products and on research topics of immediate 
interests to the dentist are being postponed. The laboratory has not had a full time chemist 
since 1932, when financial considerations forced curtailment of the staff. Laboratory work 
requires a great deal of detail and is time consuming, and distracts attention from the 
executive duties of the Secretary. Despite the fact that a goodly number of products have 
been examined and reported upon, many more products are awaiting examination. Indeed, 
the work of the Council and of the Bureau has thus far only scratched the surface of the 
problem. The amount of correspondence between the Council and members, the public 
and manufacturers is constantly increasing. When it is appreciated that each letter re- 
quires special handling, it can be seen that the correspondence of the Secretary is a large 
one. 


MEMBERS AND CONSULTANTS OF THE COUNCIL 


The members of the Council are selected by the Trustees and the House of Delegates 
for their thorough knowledge of pharmacy, chemistry, pharmacology, physiology, bac- 
teriology and clinical dentistry. The members of the Council, most of whom are busy 
heads of clinics, laboratories and university departments, give their services without re- 
muneration, taking time from their overcrowded days for the privilege of working for 
the cause of rational and scientific dentistry, so much do they believe in the dental profes- 
sion. 

The Council has felt free, as occasion has arisen, to obtain the advice and assistance 
of men trained in special fields. The response to such request has always been prompt 
and full, thus furnishing another example of the devotion of scientists to a worthy cause. 
In the past year the Council has received valuable advice and assistance from Drs. Thorne 
Carpenter, Charles W. Freeman, A. Baird Hastings, Paul N. Leech, Louis I. Grossman, 
M. L. Tainter, Stanley W. Clark, J. R. Blayney, Isaac Schour, Jack Warner, W. H. G. 
Logan, M. L. Ward, F. R. Henshaw, Fred A. Beckford and C. O. Flagstad. 


SELECTION OF A DeENTIFRICE.—So variable are the conditions in the mouth of different 
individuals that no dentifrice can meet all requirements. The dentist should carefully 
study each case and advise the use of such a preparation as is adapted to the need of the 
individual patient, and it is in this connection that the classification of dentifrices, accord- 
ing to their abrasive power, will prove of material aid in their selection. Thus a marked 
abrasive is often needed with such indications as (a) habitually unclean mouths, (b) 
thick and sticky saliva, (c) tendency to form calculus, but such marked abrasives as are 
listed in class one should only be prescribed where, in addition, there is no tendency 
toward erosion, and where the tissue around the teeth is sound and adequately covers 
the cementum enamel. 

Having been advised to use such an abrasive preparation, the patient must also be 
cautioned against brushing across the teeth. Further, when his mouth has been put in a 
condition of good oral hygiene he should be instructed to abandon the more abrasive 
preparation for a brand of medium paste or powder. 

Medium abrasive preparations such as are listed under class two or three are indicated 
(a) in all cases where there has been a recession of the tissue around the necks of the 
teeth, (b) where erosion or wasting of the teeth is in evidence, and (c) where the mouth 
has been put in a condition of good oral hygiene, and tends to be self cleansing.—S. W. 
Van der Merwe, in J. D. Res., 7:327, 1927. 


BUREAU OF PUBLIC RELATIONS 


APPLICATION OF PREVENTIVE PRINCIPLES IN 
DENTAL TREATMENT OF 
AND ADULTS* 


By ALFRED WALKER, D.D.S., New York City 


HE term “health service” has been 

defined in Bulletin 19 of the Car- 

negie Foundation for the Advance- 
ment of Teaching, page 239, footnote 1, 
which reads: “Health service is used in 
its natural sense to signify any and all 
private and public means to maintain or 
to promote health, to prevent disease, to 
restore health by treatment and cure of 
sickness, and to alleviate the discomfort, 
distress, and disability of incurable ill- 
health. Public health administration, 
education for the prevention of disease, 
medicine, dentistry, nursing and _ phar- 
macy are important divisions of health 
service.” 

As far back as history records, the hu- 
man race has sought to prevent disease ; 
in the early periods, through the medium 
of prayer, incantations and ceremonials 
varying in character from dancing and 
the like to the infliction of different forms 
of torture, all of which were ineffective 
to be sure. 

In later periods, hygiene and sanitation 
were employed with considerably greater 
success. Circumcision and dietary laws 
are examples of these practices, for, 
though associated with religious doc- 


*Read before the Section on Preventive Den- 
tistry, Children’s Dentistry and Mouth Hy- 
giene at the Seventy-First Annual Midwinter 
Clinic of the Chicago Dental Society, Feb. 20, 
1935. 
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trines, they are basically disease-prevent- 
ing measures, and while they may have 
been effective in a degree, their accept- 
ance was based upon faith and hope 
rather than upon knowledge. 

Public health endeavor as we know it 
today had its origin in the isolation and 
quarantine practices followed by the 
Jews as described in Leviticus, chapter 
XII, the elaborate regime of hygiene pur- 
sued by the ancient Greeks and the 
highly developed system of public sanita- 
tion as found in ancient Rome. During 
the Middle Ages, devastating plagues 
and epidemics periodically visited certain 
areas and depopulated great sections of 
thickly settled communities. It was 
found, through sad experience, that cer- 
tain sanitary regulations dealing with 
quarantine, isolation and waste disposal 
were necessary. Public health efforts as- 
sumed the function of policing these dis- 
ease-prevention regulations. 

As the causes of disease began to be 
better understood, the real importance of 
hygiene and sanitation became more ap- 
parent, but it remained for the advent of 
vaccines and antitoxins to dramatize the 
subject and develop a more widespread 
and vigorous interest in the subject. 

Jenner’s discovery of vaccination in 
1795 was perhaps the greatest achieve- 
ment for the preservation of human life. 
Real effort in public health and disease 
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prevention did not materialize until the 
middle of the nineteenth century. It 
was not until 1869 that the first state 
board of health in the United States was 
established in Massachusetts, and pre- 
ventive dentistry, while dreamed of by 
some of our leaders of an earlier date, 
did not gain appreciable recognition un- 
til the early 1900’s. It was in 1912 that 
the then Southern Dental College of 
Atlanta, Ga., established the first chair 
in preventive dentistry and elected Robin 
Adair as the first professor of the subject. 
Following this example, we find that to- 
day, most dental colleges present courses 
of various scopes in preventive dentistry 
and oral hygiene. This is very encourag- 
ing as are many other efforts in this field, 
but we must admit that, in some respects 
at least, contemporary preventive meas- 
ures in dentistry may be compared to the 
era of “faith and hope in disease preven- 
tion.” This is not intended as a reflection 
either on the profession or on those who 
are deveting their time and attention to 
the search for the cause of dental disease 
and for the means to prevent and control 
it. Nor is it intended to disparage or dis- 
courage. I do not insist that we are using 
the term “preventive dentistry” too 
freely and without due regard for its 
true significance. May it not be that in 
our ambitious efforts to develop this im- 
portant phase of our profession, we make 
the wish father to the thought? 

During the past twenty-five years, 
articles on preventive dentistry have ap- 
peared with increasing frequency in the 
dental press. With a few notable excep- 
tions, these have merely been variations 
on the original theme: mouth hygiene, 
regular dental care and dietary advice. 
In the past, preventive dentistry has been 
very closely allied with surgical pro- 
cedure, largely because we have not had 
the information necessary to enable us to 
employ other means. Such methods as 
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Hyatt’s “prophylactic odontomy” may be 
considered as of a preventive nature, but 
true prevention in dentistry may be said 
to begin before any operative procedure 
becomes necessary. 

To prevent means to “bar,” to “render 
impossible.” Do we really prevent? I 
think not. Quite true, we have means 
at our disposal which, if judiciously and 
painstakingly employed, will provide a 
high degree of protection against dental 
disease, but these are protective measures 
rather than preventive, in the true sense 
of the word. 

I do not wish to raise an issue upon 
what may appear to be a hair-splitting 
argument, but I do feel that experience 
does not justify the free use of the term 
“preventive dentistry” ; for teeth decay in 
spite of our best efforts. ‘Protective 
dentistry” would more accurately describe 
the situation. 

What we will be called on to do for 
the adolescent and adult will depend on 
the quality of the teeth themselves and 
their positions in the dental arch, and, in 
a large measure, on the care expended on 
them in early childhood. 

In spite of all that has been said of 
prenatal care, the results, as far as the 
teeth are concerned, are in many cases 
disappointing. Time and again, we have 
seen poor teeth in _ children whose 
mothers had faithfully carried out every 
gestation prescription. It is a well-known 
medical fact that the calcium index of 
the mother bears no direct correlation 
to that of the fetus. The fetus exists in 
a more or less parasitic stage and takes 
from the mother whatever nourishment 
it is able to, regardless of the mother’s 
ability to spare such nourishment for the 
child. The quality of the placenta and 
the degree of vascularity of the placental 
attachment are perhaps the greatest fac- 
tors in determining the amount of nour- 
ishment the child will receive. 
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We are constantly seeing children 
who, in every other respect, are appar- 
ently in perfect health, but whose teeth 
are the despair of the dentist. It would 
seem that the teeth were a law unto 
themselves. The bones of the body do 
not suffer as do the teeth, and when bone 
disease, such as rickets, does appear, it is 
amenable to treatment, but not so dental 
caries; and yet if it too is a deficiency 
disease, what are the means for its pre- 
vention? 

Rickets has often been referred to as 
something that, if not related to dental 
caries, may still have the same cause, and 
it has been further contended that rickets 
has a detrimental effect on the quality 
of tooth structure. 

In Mulberry Centre, a thickly popu- 
lated area, it has been noted that 80 per 
cent of the Italian children suffer from 
rickets, while none of the Jewish children 
are afflicted. In an attempt to determine 
a possible relationship between this dis- 
ease and dental caries, I had dental ex- 
aminations made of 3,000 boys in the 
Tompkins Square Boys’ Club. This is 
also a thickly populated district, with 
approximately the same admixture of 
races and economic levels. The races rep- 
resented were German, Russian, Polish, 
Hungarian, Slav, Italian, Irish and Jew- 
ish. The incidence of dental caries was 
highest in the Irish and lowest in the 
Jewish, and, as before noted, while the 
Jewish children in Mulberry Centre 
were free from rickets, the Italian 
children suffered severely. The Jewish 
boys in Tompkins Square had one half 
cavity per boy more than the Italian 
boys. 

In pointing out the shortcomings in 
our knowledge of prevention, I do not 
wish it to be understood that I would 
discourage the use of any and every pos- 
sible means at our disposal. On the con- 
trary, it is our duty to apply those meas- 


ures which, in our judgment, hold out 
any promise of help; but let us proceed 
cautiously and not expect or promise too 
much. 

Diet as a protective factor continues 
to hold out hope, but as yet offers nothing 
in the way of assured results. In one in- 
stance, we may feel encouraged and 
credit good results to diet. The very 
next case that may come along will be 
disappointing in the extreme. If the so- 
lution rested on the mere partaking of 
certain foods and in certain quantities, 
the problem would be simple. But ex- 
perience has shown that there is some in- 
fluence as yet undiscovered that deter- 
mines the fate of “teeth. It will not be 
disputed that he who eats the right food 
may reasonably be expected to fare bet- 
ter than he who does not. Neither physi- 
cian nor dentist has the knowledge at 
present to prescribe a diet that will be 
specific in its results as far as dental 
caries is concerned. 

This brings up the thought of the den- 
tist’s right to prescribe diet. While I do 
not question it, I do question the wisdom 
of the dentist’s advising on dietary mat- 
ters without consultation with the pa- 
tient’s physician. I do not for a moment 
intend to suggest that an M.D. degree is 
prerequisite to the ability to understand 
the subject of diet as a thing in itself. 
The subject of diet is at present being 
studied and is thoroughly understood by 
many lay persons entirely removed from 
either the medical or the dental profes- 
sion. There are many reasons that diet- 
ary advice should be given in cooperation 
with the physician. In the first place, we 
must keep in mind the fact that while 
mouth conditions may suggest certain 
dietary formulas, general systemic condi- 
tions of which the dentist may not be 
aware may require different treatment 
and in fact contraindicate the prescrip- 
tion of certain foods that could be pre- 
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scribed with impunity under other cir- 
cumstances. 

The dentist should carefully deter- 
mine whether the patient who presents 
himself in his office requires the attention 
of the physician. Dentists may advise 
patients ; indeed, it is their duty to advise 
patients, as to what constitutes good den- 
tistry, how to masticate properly, how 
the dentition grows and develops and 
how the teeth may be safeguarded. Diet- 
ary advice is quite another matter. 

The foregoing brings up the question 
in connection with the patient’s record 
chart. A practice which has proved inval- 
uable in many respects is to include the 
name of the patient’s physician as part 
of the record. When the patient is asked 
for the name of the physician, it imme- 
diately arouses an interest and frequently 
an inquiry as to the purpose. The patient 
is informed that we desire to cooperate 
with the patient and the physician and 
that, unless the patient objects, a notice 
to the following effect will be mailed to 
the patient’s medical adviser: 

My dear Dr. 

Mr. consulted us for a dental ex- 
amination and treatment on and gave 
your name as his physician. We desire to 
inform you that a complete record of the 
dental examination, together with roent- 
genograms are on file in our office, and that 
you may have a report on Mr.——’s dental 
condition at any time you may request. 

The reaction to such procedure is in- 
variably most favorable. The patient 
senses and appreciates a deeper and 
broader interest in his welfare by the 
dentist than is usually the case. The 
physician also is usually appreciative and 
will frequently request a report. 

Opportunities for practically unlim- 
ited cooperation between the dentist and 
physician are to be found in their respec- 
tive work in schools, children’s institu- 
tions, industrial clinics and hospitals. 
The intelligent cooperation of the hos- 
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pital dental department with the ortho- 
pedic, pediatric, cardiac, nose and throat, 
eye and clinical departments is of inesti- 
mable value to the patient. Likewise, in 
the fields of medical and dental research, 
the cooperation of the dentist and che 
physician is most important. Research 
in dentistry is not a thing for dentists 
alone, but requires and is today attracting 
the cooperation of general clinicians, 
pathologists, bacteriologists, physiologic 
chemists and others who are approaching 
these problems from the viewpoints of 
their respective professions. 

Caries in the dentally neglected ado- 
lescent, unless of a rampant nature, is 
really a minor problem. It is the condi- 
tions accompanying malocclusion and 
malalinement, loss of teeth and the re- 
sultant deformities either present or po- 
tential and involvement of teeth to such 
an extent as to necessitate their removal 
that provide the major problems for our 
consideration. On the other hand, care- 
ful and continuous care throughout early 
childhood will afford a degree of pro- 
tection that will, in most instances, in- 
sure a minimum of dental trouble in the 
adolescent to adult period, not alone 
from the standpoint of the patient’s com- 
fort and security, but also from the eco- 
nomic standpoint, which, unfortunately, 
is of great importance where dental serv- 
ice is concerned. In fact, as dentists 
have regretfully learned, it is this factor 
which deters many from seeking dental 
service. 

Not only does dental disease differ 
from most other diseases in that it is al- 
most universal, it is predictable and 
it does not cure itself, but also its treat- 
ment is time-consuming and requires the 
personal attention of the dentist, and the 
condition has a tendency to recur year 
after year. In contrast, most people will 
require medical service very infrequently 
and at longer intervals. In fact, most 
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persons go many years without requiring 
the services of a physician and, in most 
instances, when such service is required, 
its demands on the physician are not 
heavy. I refer to this item because it 
brings us face to face with a situation 
which, though unfortunate, cannot be 
ignored, and because of which we can- 
not always plan and execute the type of 
service which the patient should receive 
and which the dentist desires to render. 
We should keep in mind the fact that the 
provision: of protective dental care for 
adolescents and adults as a community 
measure differs from the practice fol- 
lowed by the dentist with his private pa- 
tient. The community effort must be 
planned to care for the largest number 
at the smallest expense. For the com- 
munity to attempt to supply dental serv- 
ice promiscuously is at present both a 
financial and a physical impossibility. A 
definite plan is necessary before launch- 
ing a campaign to provide protective 
dental service for adolescents and adults. 
The economic status of the community to 
be served should be studied to determine 
the type of service that is to be made 
available. The less the individual mem- 
bers of the community themselves can 
afford to pay for dental care, the greater 
the scope of the service to be provided 
for them will necessarily have to be. In 
poorer districts, it would be most ineffec- 
tual to provide merely educational and 
prophylactic service without a regular 


follow-up service and some measure of: 


operative procedure. We may add here 
as an afterthought that it is extremely 
unwise to establish clinics promiscuously 
until all available existing facilities have 
been exhausted. 

Protective dental service for adults 
has nowhere assumed the importance as 
the concern of the community that can- 
cer and tuberculosis have in such pro- 
grams, although, during the past ten 


years, stimulated by the growth of popu- 
lar sentiment in some quarters toward 
socialized medicine and dentistry, many 
schemes have been proposed for the wider 
distribution of dental service for the 
lower earning groups of the population. 
Hospital dental departments have opened 
a new field for the dentist. While it 
necessarily concerns itself to a great ex- 
tent with the curative dental program, it 
also has many possibilities which may be 
adapted to the adult protective dental 
program. Hospital dental clinics need 
further study from both the standpoint 
of management and the type of service to 
be rendered. 

The industrial dental clinic, on the 
other hand, has greater possibilities in the 
establishment of the protective dental 
program for adults. In the past, many 
of the dentists in charge of industrial 
dental clinics were chosen more for per- 
sonal reasons than because of their ability 
and understanding of the subject. In 
order to qualify as an industrial dentist, 
it is important that the practitioner have 
a knowledge of oral diseases of occupa- 
tional origin; preventive dental care; 
public health work, including sanitation ; 
economic and sociologic conditions of 
workers, and many other subjects with 
which the average practicing dentist is 
as a rule wholly unfamiliar. Industrial 
dentistry has to date not received due 
attention from the dental profession. 

Much has been said about standardized 
procedures. Such procedures may be ap- 
plied within reasonable limits in those 
mouths requiring little attention and of- 
fering no complicating problems. In the 
neglected adolescent or adult mouth, 
which I presume interests us most in our 
discussion of this subject, every factor 
must be taken into consideration, and, 
not infrequently, radical rather than at- 
tempts at conservative measures will, in 
the long run, be found to serve the pa- 
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tient best. It is in these cases that the 
cost must be considered as an important 
item in any plan for treatment. 

The correction of malalinement of 
teeth in the adolescent is extremely im- 
portant as a protective measure, not alone 
from the standpoint of restoring function 
but also to prevent the establishment of 
malocclusion, with subsequent periodon- 
tal disease and the development of foci 
of infection. It is in extreme cases of 
malalinement and malocclusion accom- 
panied by rampant caries in the adult 
mouth that radical rather than conserva- 
tive treatment is suggested. 

All too frequently, we see those 
mouths which have been subjected to con- 
servative treatment for many years, 
wherein an early examination carefully 
made would have suggested the removal 
of teeth as better for the patient’s health 
and for his pocketbook. The dentist is 
not entirely to blame for situations such 
as this, since it is extremely difficult, in 
most instances almost impossible, to per- 
suade patients to sacrifice teeth, even if 
that is very obviously the best course of 
procedure. 

The failure to replace lost teeth will 
almost invariably lead to the same se- 
quence of pathologic conditions as may 
follow uncorrected malalinement and 
malocclusion. This condition is most fre- 
quently observed in the case of the first 
permanent molar or molars. The results 
of this neglect are almost certain. A typ- 
ical picture is presented and eventually 
malocclusion of both dental arches re- 
sults. The picture is so familiar that it 
need not be presented in detail here. Suf- 
fice it to say that the forward inclination 
of the second molar adjacent to the space 
left by the extraction of the first molar 
will lead not only to periodontoclasia in- 
volving that tooth, as observed in the 
roentgenogram showing destruction of 
the investing hard tissue, but also to the 
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drifting distally of the teeth anterior 
to the space, the shifting of the teeth 
on the other side of the arch, the 
elongation of the opposing teeth on both 
sides and the consequent loss of a nor- 
mal contact. 

I have attempted to paint an extreme 
picture here, since it is one that we see 
almost daily. Yet, in spite of all that has 
been said, many parents fail to under- 
stand that the first permanent molar is 
a permanent and important tooth. Ig- 
norance on this point is not limited to 
those in the lower intelligence levels 
since it is frequently observed among the 
well educated. 

In providing protective service for 
patients, it is important not to overlook 
the shallow periodontal pocket. Very 
frequently, in making a diagnosis, only 
the deep pockets wherein an extensive 
amount of the hard supporting structure 
has been destroyed are considered of im- 
portance. On reflection, we readily see 
that the shallow pocket inay be just as 
much of a menace, because, in this condi- 
tion, we have all of the factors in a sys- 
temic involvement that exists in the deep 
and more easily observable pockets, or in 
the periapically involved tooth. 

The pulpless tooth presents another 
item in the dental health picture that 
might receive some consideration in this 
presentation at this time. We hear much 
about the strategic value of teeth, and 
its importance as a consideration in de- 
termining the fate of the pulpless tooth. 
The fallacy of this must, on careful re- 
flection, be apparent. The strategic 
value of a tooth should never be consid- 
ered as a diagnostic item. A _ tooth, 
whether its pulp is involved or not, is 
either savable or it is not. If it is savable 
and its conservation is desired, proper 
measures should be employed to save it. 
If it is not savable, it should be removed 
regardless of its esthetic importance or 
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its possible value as an abutment in a 
prosthetic restoration. No practice is 
justifiable that jeopardizes the health of 
the patient. In the final analysis, all den- 
tal treatment should be instituted in the 
interest of the patient’s general health, 
and the dentist who regards his work as 
limited to the mere mechanical treatment 
of carious teeth and the replacement of 
missing members of the dental arches is 
distinctly out of harmony with progres- 
sive thought and practice. 

In conclusion, 1 wish to enumerate a 
few important items which are so often 
slighted or overlooked in office practice 
routine. 

The most frequently slighted proced- 
ure is one that should be the most im- 
portant. I refer to mouth examination. 
There are many explanations for this, but 
the principle ones are: 1. Failure to train 
students properly in this important de- 
tail; which, in their minds, minimizes its 
importance and has resulted in the preva- 
lence of rendering free examinations, 
which has degenerated to a competitive 
item wherein what should be an exam- 
ination becomes a more or less casual 
survey of the mouth made for the pur- 
pose of serving as a basis for bargaining. 
2. The failure of the dentist himself to 
recognize the value of a complete and 
thorough examination from the stand- 
point of the patient’s security and his own 


professional standing. The examination 
should be not only thorough but also im- 
pressive. Patients should be discouraged 
from coming to the office without having 
appointments and with the thought that 
an examination requires but a few min- 
utes. A complete roentgen-ray exam- 
ination should be made annually for 
every patient. Bite-wing roentgenograms 
should be included in every complete ex- 
amination. ‘The explorers should be 
sharp and all instruments should be in 
proper condition. Magnification and 
dryness are important items in examining 
the mouth for caries. 

Shallow periodontal pockets often es- 
cape detection unless diligently sought 
for. They may be just as much of a 
menace to the patient’s health as the 
deeper and more easily observed pockets. 
Flat cusp teeth should be examined very 
carefully for occlusal caries. Owing to 
the resistance of this type of tooth, caries 
may penetrate deeply without showing 
more than a very tiny enamel break. 

Occlusal caries is more easily detected 
in the high cusp, deep groove type of 
tooth. 

Finally, I cannot refrain from again 
emphasizing the importance of complete 
dental care for the child. Only in this 
way can we apply anything approaching 
satisfactory protective measures for the 
adolescent and the adult. 
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EW events in the average American 
home transcend in importance the ar- 
rival of the new baby. 

What mother, after experiencing the 
phenomenal transformation of which she 
is a part, yet not a part, can cease to 
marvel at this wondrous manifestation of 
nature? 

True, to bring an infant into the world 
is a natural, biologic process. Neverthe- 
less, the building of this new being is 
tremendously intricate and infinitely com- 
plex. It is scarcely conceivable that the 
union and maturation of two minute cells 
can terminate in 280 days in a living, 
breathing, beautiful human baby. Surely 
to those who think, all births are mirac- 
ulous. 

From the moment of conception, this 
new life is a separate being, independent 
of, yet utterly dependent on, you. You 
house, feed and protect it in order that 
it may weld itself into a perfectly func- 
tioning whole. Your baby’s future health 
and happiness depend largely on you, 
much more, in fact, than either you or the 
baby may ever realize. 

Never since the dawn of history have 
mothers had the scientific advantages that 
are available today for the preparation of 
perfect children. Every American woman 
knows that the condition of her own 
health during pregnancy is most important 
because, until the infant is born, its phys- 
ical condition depends on her own. 

The dental health of the mother and 
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YOUR TEETH—AND YOUR BABY’S TEETH* 


the future dental health of the child are 
so closely interwoven with the general 
health of both mother and baby that they 
deserve serious consideration during this 
period. 

Within the past few years, dental scien- 
tists have made two outstanding contri- 
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butions to American motherhood: They 
have demonstrated that, under the proper 
conditions and care, it is no longer neces- 
sary for expectant mothers to “lose a 
tooth for every child.” Furthermore, 
scientific investigations indicate that the 
proper preparation of the child’s tooth 
structure greatly minimizes the possibility 
of future dental decay. 

With these facts in mind, the Ameri- 
can Dental Association has prepared this 


Jour. A.D.A., Vol. 22, December, 1935 2147 


7 
\ 
> | 
j | 
\\ 
ty u vT © £ 
= 


2148 The Journal of the American Dental Association 


booklet, hoping that it will be helpful to 
you and your baby. 


CuHapTer I 


Early in pregnancy—the earlier the bet- 
ter—place yourself in the care of your 
physician and your dentist. Your physician 
will keep you under his careful observa- 
tion. From time to time, he will examine 
you, take your blood pressure, make a 
urinalysis and, if necessary, give you other 
medical examinations and proper medical 
care. 

Most physicians advise plenty of mild 
outdoor exercise during this period. They 
also advise abundant fresh air, sunshine, 
frequent baths and the removal, if pos- 
sible, of all infection from the system. 
Since dental infection may injure both you 
and your baby, it is most important that 
you keep your teeth and mouth in excellent 
condition. 

It is essential that you follow, as closely 
as possible, a simple, well-rounded and 
ample diet—one that is sufficiently diver- 
sified to be interesting, appetizing and 
nourishing. Your diet should include a 
sufficient amount of proteins, carbohy- 
drates, minerals, fats, vitamins and liq- 
uids. 

Proteins are important, because they re- 
pair and build tissue. They are found in 
meat, fish, eggs, gelatin, milk, beans, peas, 
cereals and nuts. 

Carbohydrates are heat- and energy-pro- 
ducing foods. They are commonly thought 
of as starches and sugars. All cereals, seeds, 
roots and tubers contain carbohydrates in 
the form of starch. Fruits, some cereals 
and vegetables contain carbohydrates in the 
form of sugar. Carbohydrates are also 
found to some extent in milk and liver. 

Fats furnish energy, force and heat. 
They are found in cream, butter, cheese, 
lard, fish oils, egg yolk, olive oil, cocoa 
butter, chocolate and nuts. 

Minerals help build bone, tooth, muscu- 
lar and nervous tissue. They also regulate 
vital body processes. 

The inorganic elements most necessary 
for good health are sodium, chlorine, cal- 
cium, phosphorus, potassium, iron, iodine 


and sulphur. Common sources of these 
inorganic elements are: 

Sodium—table salt. 

Calcium—milk, eggs, cereals and leafy 
vegetables. 

Phosphorus—milk, eggs, beef, beans, 
cereal and cheese. 

Potassium—green vegetables and fruit. 

Iron—beef, eggs, liver, cereal and leafy 
vegetables. 

Iodine—sea foods and some leafy vege- 
tables and fruits. 

Sulphur—eggs, milk and some vege- 
tables. 

A well-rounded diet contains an ample 
amount of vitamins A, B, C and D. Vita- 
min D is especially important to you be- 
cause it enables you to make use of the 
calcium and phosphorus which you eat. 
Thus, it helps build better teeth and bet- 
ter bones for your baby. Vitamin D is 
found in the livers of the cod, halibut and 
certain kinds of salmon. It is also found 
to a certain extent in milk, cream and but- 
ter. If possible, you should take a sun- 
bath each day. The ultraviolet rays of the 
sun falling on your bare skin causes vita- 
min D to be formed in your body. Don’t 
take a sunbath behind window glass, be- 
cause it screens out most of the beneficial 
rays. 

Vitamin A is also essential during the 
period of pregnancy. It promotes growth 
and helps you resist disease, especially dis- 
ease of the nose, throat and lungs. Vita- 
min A is found in large quantities in cod 
liver oil, milk, cream, butter, eggs and 
spinach. 

Vitamin B is likewise beneficial as it 
helps prevent constipation, nervousness, 
loss of weight and general weakness. It is 
found in grains, yeast, meat extracts and 
many vegetables and fruits. 

Vitamin C prevents scurvy, gives tone to 
the tissues and helps keep the gums firm 
and healthy. It is found in oranges, grape- 
fruit, lemons, limes and tomatoes. As the 
body cannot store up much vitamin C, you 
should eat some foods containing it each 
day. 

Your physician will give you a diet list 
that is most suitable to your needs. The 
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following is a sample day’s menu for a 
pregnant woman of average weight: 

3,000 calories? 
(the “dietary essentials” and 2,000 more) 

BREAKFAST: Raw fruit: one-half 
grapefruit or whole orange. Cereal: oat- 
meal or any whole grain cereal with whole 
milk and sugar. Bread and butter: one 
slice of toast with one pat of butter. One 
cup of coffee or tea. 

LUNCHEON: 10:00 A.M.: Milk with 
or without egg. 

DINNER: Meat (fish or egg): two 
beef balls. Potato: baked potato with one 
pat of butter. Green vegetable: creamed 
spinach. Bread and butter: one slice of 
bread with one pat of butter. Dessert: 
baked custard made with whole milk. 

SUPPER OR LUNCHEON: Soup or 
some other hot dish (made with whole 
milk): creamed pea soup or macaroni, or 
rice, and cheese. Salad: Raw vegetable and 
nut salad on lettuce with mayonnaise dress- 
ing. Bread and butter: two date-bran muf- 
fins with one and one-half pats of butter. 
Cooked fruit: baked apple with whole milk. 
Milk: one cup cocoa made with whole 
milk. 

Do not get the mistaken idea that you 
must eat an extra amount of food in order 
to nourish the baby as well as yourself. 
A well-balanced diet is ample, with the 
possible exception of the mineral content. 
About the fourth month of the prenatal 
period, the baby’s bones and teeth begin to 
calcify. Bones and teeth are composed 
largely of calcium, or lime, and phosphorus. 
If these minerals are not provided in a 
sufficient amount by your diet, your baby 
must obtain them from your tissues. 

It is quite probable that a mineral de- 
ficiency in the expectant mother’s diet in- 
creases the danger of decay to her own 
teeth. This fact undoubtedly gave rise to 
the old proverb, which no longer need be 
true, “for every child, a tooth.” 

The crowns of your baby’s first teeth 
are formed before birth, and you should 
supply these teeth with sufficient calcium 


1. From the Children’s Bureau, U. S. De- 
partment of Labor, Washington, D. C. 
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and phosphorus to make them as strong as 
possible. The stronger the teeth are, the 
better they can resist decay after they 
erupt. Many physicians advise expectant 
mothers to take a diet high in calcium and 
phosphorus beginning at the fourth month 
and continuing throughout pregnancy. A 
diet high in these minerals helps insure the 
mother’s teeth and assures better teeth for 
the baby. 

The strength of the enamel which cov- 
ers and protects your baby’s first teeth can 
be materially increased by your judicious 
care in the selection of your diet. Likewise, 
the condition of your own teeth can be 
similarly safeguarded. 


CuapTer II 


Needless to say, mouth sanitation is most 
important during the months preceding the 
baby’s birth. Just as your physician will 
advise you to bathe frequently, your den- 
tist will advise you to clean your teeth 
and gums frequently—at least twice a day, 
and preferably after each meal. Ask your 
dentist to prescribe a dentifrice and the 
type of tooth brush or brushes suitable to 
your needs. Ask him to help you develop 
a brushing technic that will properly clean 
your teeth. He can show you how to clean 
the tooth surfaces that you might overlook. 
The presence of food deposits around the 
teeth aids in the formation of dental de- 
cay. For the sake of your baby, as well 
as for your own sake, keep your teeth and 
gums clean and healthy, and thus help pre- 
vent decay and infection from occurring in 
your mouth during pregnancy. 

There are two reasons that you should 
take especially good care of your teeth and 
mouth during the months preceding your 
baby’s birth. First, of course, you should 
do so for the sake of your child, and, sec- 
ond, you should do so for the sake of your 
own health. Infections in your mouth and 
teeth may exert a harmful influence in 
many ways: They may cause excessive pain 
and thereby produce an undue activity of 
the nervous reflexes throughout the body. 
Few individuals can react normally in the 
presence of pain. Digestion, assimilation 
and other usual functions are impaired by 
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bodily suffering. Dental infections may im- 
pair the masticating machine to such an 
extent that it becomes impossible to chew 
your food properly, thus affecting the nutri- 
tional supply to yourself and your child. 
If you have a severe case of dental infec- 
tion, it may cause you to select food which 
does not irritate the diseased dental tissues. 
In so doing, you may unconsciously place 
yourself on an unbalanced diet—a diet 
which will not supply you or your baby 
with the essential food elements. 

Unfortunately, there exists in the minds 
of many people the erroneous impression 
that no dental operations should be under- 
taken during the period of pregnancy be- 
cause of possible injury to the baby. To the 
contrary, medical specialists fully recognize 
the seriousness of dental infection and 
usually emphasize the necessity of having 
all such infection eliminated early in preg- 
nancy in order that the health of the ex- 
pectant mother as well as that of the child 
may be safeguarded. Dental decay, badly 
broken down teeth, abscesses, gum infec- 
tions and pyorrhea pockets are some of the 
more common conditions that should be 
eliminated during the first few months of 
pregnancy. It is a very wise procedure to 
have a full mouth x-ray examination made 
as an aid in uncovering any hidden infec- 
tion that may be present. In early preg- 
nancy, the indications for the extraction of 
teeth are the same as if pregnancy did not 
exist. Late in pregnancy, extraction may be 
deferred if the attending physician deems 
such action wise. 

All dental appointments should be of 
short duration and as free from pain and 
discomfort as possible. If the cavities are 
large and the operation is extensive, your 
dentist may administer an anesthetic to 
obviate any unnecessary pain. 

Short, painless dental appointments and 
the elimination of all dental infection dur- 
ing pregnancy are essential to your 
health. 


Do not resort to the more or less com- 


mon practice of taking opiates to avoid the 
pain and nervous shock resulting from den- 
tal infection. This practice is condemned, 
as it can easily result in much greater harm 
than that which would accrue from a care- 
fully performed dental operation. 

It is barely possible that the nervous 
shock from an extensive dental operation 
might in some cases precipitate a premature 
birth. However, such possibilities are so 
remote as to be almost negligible. In fact, 
most authorities on obstetrics insist that all 
dental foci of infection be eliminated as 
early as possible, as their presence may 
prove decidedly detrimental. One medical 
authority states: 

“Dental hygiene is one of the essentials 
of good health, and certainly good health 
is to be desired during pregnancy, for in 
this state the line between health and dis- 
ease is narrowed. Since it has been proved 
that outward systemic reactions arise from 
focal infection, the foci should, as a general 
rule, be eradicated as early as possible. 
The teeth of the expectant mother should 
be carefully preserved. Much of the dental 
trouble encountered in expectant mothers 
is due to pre-existing decay and infection. 
The best results will be obtained when 
every woman enters pregnancy with dental 
hygiene at its best. Every woman in this 
condition should consult her dentist early. 
Progress in correcting the present tendency 
to poor teeth in America must begin with 
the expectant mother.” 

Each succeeding generation of American 
children should be one step nearer perfec- 
tion than the preceding generation. You 
are privileged to provide your child with 
better teeth than your own. Unless you 
are one of the fortunate few, you cannot do 
this without scientific advice. 

Select a good physician and a good den- 
tist. Their care and counsel will be most 
valuable to you and your baby. Hence- 
forth, you can say, with pardonable pride: 
“T have not failed you, I am worthy of you, 
Best Baby in the World.” 


Copies of this compact little booklet, which deals exclusively with the subject of dental care 
during pregnancy, can be secured from the Bureau of Public Relations. 5 cents the single copy ; 
twenty-five copies for $1. 
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DENTAL ECONOMICS 


SHOULD WE NOT PREPARE A PLAN TO CARE FOR 
THE DENTAL NEEDS OF ALL THE PEOPLE, ELIMI- 
NATE CHARLATANISM AND ABOLISH CLINICS?* 


By JOHN T. HANKS, D.D.S., New York City 


HE series of crises through which 

we have recently been passing have 

been called by some a revolution. 
Others have said it was the end of one 
cycle of our social development and the 
beginning of another. 

Through the ages, there have occurred 
many such cycles, when it was found that 
the human race, having outlived and ex- 
hausted the way of progress under which 
it was living, looked about for some more 
favorable manner by which it might at- 
tempt to fulfil its destiny. 

The beginning of the machine age, in 
which we have seen such marvels of sci- 
ence and engineering skill developed dur- 
ing the past 150 years, marked just such 
a period as we are now passing through. 

The development which has taken 
place in man’s mastery of the forces of 
nature has been accomplished entirely 
through the scientific attainments of de- 
voted men. Our failure to utilize these 
marvelous inventions and discoveries for 
a greater social development has been due 
to the fact that our ethical humanitarian 
accomplishments have not kept pace with 
those of science. With all the knowledge, 
science and skill that man has acquired, 


*Read before the Section on Dental Econom- 
ics at the Seventy-First Annual Midwinter 
Clinic of the Chicage Dental Society, Feb. 20, 
1935, 
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his social and ethical outlook remains un- 
changed. We may trace his long and 
harrowing history of economic struggles 
through wars, poverty, pillage, changes 
and upsets; through uncertainties and 
tribulations, illuminated by shameful 
contrasts. 

Why has not man, through all the cen- 
turies, reached a goal of greater economic 
success? Because he has never learned to 
discipline himself. He has mismanaged 
his economic planning from the very 
dawn of history.t. Each new invention 
and scientific discovery only aroused in 
his mind the query as to how it might be 
turned to conquering some other tribe, 
country or business rival. Man preyed on 
man, clan on clan, nation on nation. 
Man’s thoughts turned to exploitation, 
pillage or conquest, and so great and 
beautiful cities were razed and many fine 
peoples were decimated. 

We realize now that our ability to 
control and manage machinery far ex- 
ceeds our ability to control and manage 
ourselves. Prof. Robert A. Millikan 
says, ““The real question is whether the 
public of today has the moral qualities 
that make it safe to trust it with im- 
mensely increased knowledge and the cor- 
responding increased power which has 

1. Frederick, J. G.: Readings in Economic 
Planning. 
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come into its possession, a mechanical 
power such as no generation in the past 
has ever known.’”? 

In primitive peoples, the social and 
economic forms of life are largely of a 
collectivistic kind. With the lifting of 
tabus and the relaxing of imposed arbi- 
trary plans by absolute rulers, man be- 
came more and more _ individualistic, 
which, in the Western peoples, resulted 
in the rapid development of the present 
machine age economy. 

The mass of the people do not yet seem 
to realize the extent to which the great 
machines or tools which have been devel- 
oped have colored our very lives. Our 
country, having been founded by seekers 
of individual liberty and for years during 
its development being an agricultural 
country, was not during those times so 
prone to economic storms as we find it 
today. (In 1820, 83.1 per cent of the 
population was agricultural. In 1929, 
26.3 per cent were so engaged. ) 

With the concentration of vast popu- 
lations in restricted areas, the individual 
has lost a measure of the prized inde- 
pendence formerly held by a population 
largely agricultural. He is dependent 
for existence on the machine which he 
serves for a stipend. We are massed in 
cities, living in ways formerly unheard 
of, and we must develop a new concept 
and outlook on life or the decay of our 
present form of civilization will follow. 
Indeed, Oswald Spengler has demon- 
strated that there is a law of growth and 
decay in civilizations similar to that of 
living organisms. 

Our profession has problems which are 
seemingly peculiar to ourselves, but, in 
a broad sense, no different in principle 
from those perplexing the whole nation, 
or, for that matter, the whole world. Any 


2. Millikan, R. A.: Science and the New 
Civilization. 


force which dislocates the general econ- 
omy to the extent of producing large scale 
unemployment and loss of income im- 
mediately affects our profession, through 
inability of our patients to finance the 
work that we do for them. 

The cure most spoken of today is 
“planning.” This remedy is put forward 
under many guises, but it all sums up to 
an attempt to secure the assent of large 
numbers of our population to joining in 
a plan conceived in an effort to produce 
the greatest good for all. Here, such a 
plan having certain compulsory features 
must be accepted by the majority. In 
other countries, plans are dictated by 
rulers, whether the people assent or not. 
Such a plan, compulsory on a large part 
of the population of this country, but ac- 
cepted by a majority, may be the solution 
of certain of our difficulties. 

This view is clearly expressed in the 
following quotation: 


A dispassionate view would seem to be 
that theory would bow the knee to the 
realistic facts of life and human nature, 
and that such facts, when rigorously faced, 
are quite as destructive of extreme Right- 
wing as of extreme Left-wing theory. The 
extreme Right has been too individualistic 
in its ideas and inclined to lay too much 
trust in man’s benevolence to man. Its the- 
ory of social economy has undoubtedly re- 
sulted in too scandalously large a portion 
of advantage and reward going to the 
strong and the unscrupulous; making so- 
ciety too jungle-like. 

On the other hand the extreme Left- 
wing has been too intent upon the rule of 
numbers and the setting up of a bee-ant 
type of civilization in which the mass is 
glorified and the individual crucified. It 
has taken too little account of man’s in- 
stincts and emotions, and been too rigid 
and too perfectionist. 


“Cool center’s” appraisal of the situa- 
tion would suggest that both extreme 
opinions are untenable; both unbalanced 
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and both unlivable. A compromise is 
called for, that economic planning may 
be for soundly humanistic ends, provid- 
ing real values for the greatest number. 
Inevitably, in such a compromise, eco- 
nomic planning will tend to focus on: 
(1) increased but not excessive responsi- 
bility for the weak on the part of the 
strong; expressed in greater security of 
employment and old age, and insistent 
development of the average man’s pur- 
chasing power; (2) increased pressure on 
the weak and irresponsible for self-help, 
self-discipline, expressed in compulsory 
insurance, self-limitation of uneconomic 
competition, etc.; (3) increased protec- 
tion, appreciation and opportunity for 
proved merit, ability and individuality ; 
expressed in more impersonal technologic 
control of industry; nurture of the arts, 
etc., and (4) increased sense of social and 
fiduciary integrity, honor and service as 
adequate reward, expressed in public 
opinion, laws and safeguards of the pub- 
lic trust, and in higher public honor for 
service. 

As outlined, a plan for compulsory 
health insurance may be of great benefit 
to the dental profession as well as the 
public. While this particular plan has 
been viewed by many as extremely so- 
cialistic, or even communistic, it must be 
regarded as a product of the thought of 
the “Center.” 

When and if such an insurance scheme 
is enacted by our Congress and legisla- 
tures—and all signs point to a combined 
federal-state plan— the dental profession 
must be ready to present its views as to 
how much service it is to render those 
coming under such a plan. This must not 
be put forward in such a manner as to 
create the idea that we are looking solely 
for financial advantages, but as we know 
that complete dental service for the mass 
of the people will be a great boon to all, 
this fact must be uppermost in our minds, 
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and the law-makers must be educated to 
these well-known facts. 

The greater the amount of dental 
health service given, the less general ill- 
ness there will be. If wise laws and regu- 
lations are set up so that health profes- 
sions will be satisfied, they will accept 
and cheerfully work to the great ad- 
vantage of all. If one of the parties is 
the victim of aggrandizement, nothing 
but dissatisfaction and strife will fol- 
low. 

With the enactment of just and wise 
laws, this endeavor to plan a form of 
economic security, there will be removed 
the unfair commercial competition now 
rampant in some of our communities. 
Advertising to attract patients should 
normally cease, as the insurance principle, 
by taking care of the financial burden, 
will cause the public to cease patronizing 
those whose only claim is “cheap prices.” 
Furthermore, the state, then having a 
closer interest in the quality of service 
provided, will more and more demand 
that higher professional standards be set. 
Indeed, it will probably follow that ad- 
vertising dentists will be abolished, as 
was the case in Great Britain. 

If the plan proposed to have the gov- 
ernment pay the insurance premiums for 
the indigent is adopted, they will be 
cared for as though they were wage 
earners and could pay their own pre- 
miums. The low-wage earner would pay 
through his employer the required pre- 
miums. In this way, all in the low in- 
come as well as the indigent groups would 
be entitled to dental service and, as they 
would receive just as good service (if not 
better) in private offices under more con- 
genial surroundings, it would be strange 
if they did not immediately avail them- 
selves of this class of service. 

Furthermore, since all patients will 
have dental care financed through the 
state funds, the necessity for clinics as a 
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means for caring for the indigent and 
near indigent will pass away. 

With the introduction of compulsory 
health insurance, great numbers of the 
population could and undoubtedly would 
avail themselves of this opportunity to 
receive dental care. Whether the dental 
service offered will be widened or limited 
will depend on the income limit set for 
those coming under the provisions of the 
rules for health insurance. 

An upper limit of $3,000 income would 
include 23,290,000 families (figures for 
1929 show that all incomes suffered a 
loss of 40 per cent as of 1932), while an 
upper limit of $1500 income would in- 
clude 11,390,000 families. By extending 
the limits to include the $3,000 class, a 
greater diversity of operations could be 
secured for all classes. 

As it is proposed to base payments by 
both employer and employe upon a per- 
centage of wages paid, the amounts col- 
lected from those above $1,500 would 
materially help those below to receive 
more service, this being secured by the 
averaging of premium payments. _ 

The payment of comparatively small 
sums periodically will secure to the wage 
earner and the family a dental health 
care which he would be unable to secure 
except through an almost impossible, to 
him, form of either savings or installment 
payments, leaving the members of the 
health professions without the guarantee 
of a sure plan for receiving his just fees. 


The basis of payment of professional fees 
must be arranged in a way that will be 
satisfactory to the professions and fair to 
recipients of care under such plans. 

A fixed fee, arranged and demanded by 
some state insurance authority, will not 
meet the requirements in this case. Fees 
arranged on a plan of reimbursing for all 
or part of charges made can be made 
acceptable. This idea allows the operator 
to set his fees as is done today. The pa- 
tient, if satisfied with the dentist of his 
choice and the fee, agrees to pay what- 
ever the difference may be between the 
fee set by the dentist and the reimbursing 
fee allowed by the fund. 

State health insurance is no more nearly 
perfect than many other man-made 
schemes. The mistakes made in Great 
Britain and on the European Continent 
should be scrupulously avoided. Also, the 
faults developed in this country in the 
administration of workmen’s compensa- 
tion laws furnish warnings of pitfalls to 
avoid when plans are being formulated. 

Each bill introduced in our legislatures 
should receive the closest scrutiny, to 
discover flaws or “jokers.’’ Our interest 
in legislation must—and will—be in- 
creased many fold during the years im- 
mediately ahead. 

We must watch, and we must become 
familiar with legislative procedure. We 
must become organized for this purpose, 
and, when it becomes necessary, we must 
be ready to fight. 
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ESSENTIALS OF SURVIVAL . 


By WILLIAM C. STILLSON, D.D.S., Cleveland, Ohio 


OW that approximately five and 

one-half years have elapsed since 

the beginning of the present eco- 
nomic upheaval, it might be interesting 
and profitable to study some of its effects 
on dental practice, and on individual 
members of the profession, noting some 
of the causes of success or failure during 
that period. 

Undoubtedly, the same demoralizing 
conditions that have essayed to destroy 
the morale of members of our profession 
have played havoc with all other profes- 
sions; yet, as we scan the dental horizon, 
for that is the one with which we are 
most familiar, there appear a few out- 
standing examples of successful practice, 
manned by those who have seemingly 
withstood, to a large degree at any rate, 
the stress and strain of the immediate 
past. Of course, there is probably no 
practice in existence that has not been 
affected to some extent, but there are 
members of our profession who have so 
adjusted their personal and private af- 
fairs, and the business and professional 
aspects of their practices, that they have 
been able to carry on successfully. I in- 
clude many of them among my acquaint- 
ances. They have neither boasted nor 
complained. They have not come through 
unscathed, but they have at least sur- 
vived. 

Let us consider briefly a few outstand- 
ing and important elements and qualifica- 
tions that have been most essential in the 
attainment of any measure of success in 
the practice of dentistry during this try- 
ing period. 
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A survivor must have possessed char- 
acter. 

Our world is changing constantly. At 
times, it seems that there is increasing 
respect for honor and integrity, and again 
high ideals are thrown overboard, and 
the entire moral fiber is weakened. Re- 
cent years have been characterized by the 
latter condition. But the man who has 
dealt honestly with his fellows and has 
gone along without losing his head, 
either at home or abroad, has undoubt- 
edly been able to establish confidence and 
respect in the minds of his clientele, 
which has been refreshing and helpful, 
to say the least. 

A survivor of this period must have 
possessed a personality that established 
confidence. 

The term personality is broad and dif- 
ficult of definition, but briefly may be 
said to be the outward expression of men- 
tal processes and reactions. The public 
has sought and will continue to seek a 
dentist whose personality radiates the un- 
derlying and important qualities of con- 
stancy and consistency, stability and re- 
liability. It expects him to smile, though 
in his heart of hearts he may tremble with 
despair. It expects him to be a leader, not 
only in his profession, but also in affairs 
foreign to it, and to be informed on mat- 
ters of general interest and importance. 

The same public studies the dentist’s 
personal appearance and his habits of 
cleanliness in his office. It takes note of 
his social contacts. Membership in a 
lodge, church, club or other organization 
foreign to dentistry is of no great prac- 
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tical value, as far as securing patients is 
concerned. The average intelligent Amer- 
ican citizen does not choose his dentist 
because of his ability to play golf or con- 
tract bridge. The acquaintance or friend 
who at some social function remarks that 
he must come up and see you some- 
time is of little business value. The value 
of this acquaintance or friend as a pro- 
spective patient is potentially greatly in- 
creased should he encounter someone who 
remarks that you are an excellent dentist. 

Yet it is absolutely essential that a 
dentist maintain contact with the world 
about him, not only because it widens his 
acquaintance, but also because it broad- 
ens his view. It does one good to learn 
of another’s problems, and to watch his 
efforts at solution. It develops a greater 
understanding of human nature. Not 
that this cannot be learned by contacts in 
the office, but a definite sidelight and en- 
tirely different point of view may be se- 
cured through these outside relations. 
There is a great tendency for the dentist 
to become narrow, toiling as he does, day 
after day, in a specialized field, weighing 
his own accomplishments, often consid- 
ering them to be really great, when they 
may be insignificant as compared to the 
accomplishments of others. A discussion 
of various phases of a dentist’s person- 
ality could go on indefinitely. Let us con- 
sider some of the activities of a survivor 
of this period. 

He maintained contact with dental or- 
ganizations of various types, especially 
his local, state and national associations, 
and took an active part in them. 

There has never been a time in the his- 
tory of our profession when membership 
in organized dental societies was more es- 
sential or desirable than at the present 
time. Dentistry has been on the defensive 
in recent years and it may continue so for 
some time. This has not been due to any 
particular fault or action on the part of 


the profession or its individual members, 
but to the changing attitude of the masses 
toward everything that was fine. It has 
always beer so in like periods. Until 
these conditions change, there must be 
concerted action and strong leadership. 
Dentistry will survive, but its ideals may 
be shattered. Each and every member of 
the profession should become fully 
aroused to this situation and lend every 
possible assistance in solving those prob- 
lems which are common to the public and 
the profession, and this can be done only 
through organization. 

The survivor of this trying period has 
been systematic. 

The keeping of records, the sane han- 
dling of accounts, the careful keeping of 
appointments, the regular notification of 
patients to return for prophylactic care 
and examination have all been factors in 
his success. The careful execution of a 
certain definite system, while requiring 
more time at the moment, means ulti- 
mately less loss of time to the dentist and 
imparts confidence to the patient. The 
failure of many may be attributed to lack 
of system and of regularity in practice 
management. 

Let not the reader infer from the fore- 
going that hard and fast rules have been 
and can be followed out in the same man- 
ner as formerly. It has been necessary to 
make many concessions. A charge has not 
always been made for broken appoint- 
ments and fees have often been reduced. 
It has been expedient to change entirely 
the basis for fee computation. This re- 
duction in fees has accounted for reduced 
incomes more than losses due to inability 
to collect accounts. All this leads up to 
one of the most important qualities of the 
man who has survived. 

He has had the ability to adjust him- 
self and his personal needs to changing 
economic conditions. He has adjusted 
himself to the changing attitudes of in- 
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dividuals, which at times has approached 
hysteria, during this time of stress. 

He has also adapted his technical pro- 
cedures to the new conditions and de- 
mands. This has necessitated an entire 
change in methods and materials in some 
instances, resulting in a different type of 
service rendered. He survived because he 
was willing to give good prophylactic 
service, and, in fact, all types of dental 
care, if engaged in general practice, and 
his own laboratory work—and like it. 

The waiting room is no longer crowded 
with persons desiring fixed or removabie 
bridgework of the type which calls for a 
large fee; consequently, a different type 
of good work has had to be substituted. 
This change in methods and materials in 
bridgework has not by any means resulted 
in a wholly unsatisfactory service. As 
there is less demand for the gold inlay, 
the contoured amalgam filling has taken 
its place. When properly inserted and 
polished, this type of filling is neither un- 
sightly nor unsatisfactory. The dentist 
who has carefully avoided all fads and 
fancies, and clung to that which was tried 
and true, has come through better than 
the one who, in the hope of an addi- 
tional fee, has coerced his patient into 
accepting a type of work that he could 
not afford in the first place, and that was 
of doubtful permanency in the second 
place. Consequently, there is less said 
about “selling cases” than formerly. 

The dentist who survived has had to 
return to the devitalization of teeth, us- 
ing judgment and care in the selection of 
cases. He has had to assume a conserva- 
tive attitude toward all pulpless teeth, 
many times because of purely economic 
considerations. In fact, it seems desir- 


able at all times to maintain a middle-of- 
the-road attitude toward this problem. 
There is some doubt as to the benefit that 
has been derived from the wholesale ex- 
traction of pulpless teeth in the past. 
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Physicians and leaders of our own pro- 
fession now realize this, and accordingly 
the public is slowly coming to assume a 
more cautious attitude. The time has ar- 
rived when some clear-cut and sane jud;- 
ment must be exercised, and the so-called 
100 percenter, either for or against the 
extraction of pulpless teeth, has no place 
in dental practice. 

Many have revived their respect for 
the malleted gold filling. Silicate cements 
certainly have their place, and, when 
properly inserted, may last from five to 
seven years; but in cervical cavities, 
of upper and lower bicuspids particu- 
larly, and, in some instances, in the cer- 
vical cavities of the incisors and cuspids, 
nothing can quite replace the malleted 
gold filling. This type of filling does not 
require a great deal more time for inser- 
tion than does silicate cement, if the rub- 
ber dam is applied as it should be when 
silicate cements are used, and its chances 
of permanency are manifoldly greater in 
the locations mentioned. 

A few years ago, it was the custom 
among some of the younger practitioners 
to insist on full mouth roentgenograms 
at the first appointment. This was an 
easy way of impressing on the patient 
that a thorough examination of the 
mouth and teeth was being made, and, 
at the same time, it proved remunerative. 
Present conditions have changed this. It 
is necessary to do what should have been 
done in the beginning: make a thorough 
examination of the mouth and teeth by 
using a mouth mirror, exploring tine, 
transillumination, bite-wings, etc. It is 
often necessary to limit the number of 
roentgenograms to those which are abso- 
lutely indispensable, because of the cost 
to the patient. 

The man who survived has rendered 
a service which was undoubtedly as valu- 
able as other types of service formerly 
employed, yet one that materially reduced 
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the cost to the patient. There is some 
difference between complete and satis- 
factory service. Yet with all this change 
from one type to another, he remained 
steadfast, though his fees were reduced, 
his percentage of collections was lowered 
and his gross income was greatly dimin- 
ished. He kept his practice in the palm 
of his hand, so to speak, and made a valu- 
able health contribution. 

In conclusion, let us consider briefly 
what may happen under further change 
in the economic plan of our civilization. 
At the moment, we seem headed directly 
toward some type of planned security. 
Whether this planned security, as far as 
medical and dental service is concerned, 
will prove to be desirable and satisfactory 
is another matter, which can _ probably 
only be determined by actual test. The 


dentist who has been able thus far to ad- 
just himself to changing conditions will 
fit himself into that scheme as readily as 
he has into the present system. This does 
not mean that an attitude of smugness or 
security or self sufficiency can be assumed 
at the present time. The moment calls 
for alertness and keenness of vision. If we 
have been selfish, that attitude must 
be replaced by a more liberal understand- 
ing of the rights and privileges of others. 
By membership in dental organizations, 
and through their representatives, we can 
help guide, but possibly not control, the 
policies of any future plan. Those who 
have served honestly and conscientiously 
in the past need not look forward with 
fear and trembling to changing condi- 
tions of the future. 
10208 Euclid Avenue. 


PREVENTION—JUST ANOTHER WORD? 


By F. I. LIVINGSTON, L.D.S., D.D.S., Ashern, Canada 


HE word “prevention” is fast as- 
«joan to the dental profession the 

same aspect as “cooperation”’ to the 
farmer-politician. Just one of those terms 
with sufficient elasticity to permit of in- 
dividual interpretation and meaningless 
usage. Today, in our writings and teach- 
ings, “prevention” is used so glibly that, 
like charity, it covers a multitude of 
sins. 

Unfortunately, one of the great de- 
fects of the English language is the ease 
which careless thinking lends to mutila- 
tion of the finer conceptions of words and 
whole terminologies; so distorting them 
that eventually they convey only part 
of the original meaning. 

Only recently, I received a pamphlet 
from a famous school listing postgradu- 
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ate studies, among them being a so-called 
preventive dentistry course. (This is re- 
ferred to not in a spirit of criticism, but 
as a convenient example.) The major 
part of the course was operative dentistry, 
with a few lectures on diet and the ubiq- 
uitous thesis. True, operative dentistry 
has its part in prevention, but preventive 
dentistry is not operative dentistry. The 
extending of fillings to clean areas, etc., 
is prevention only in the same sense as 
the placing of a drain after a surgical 
operation is prevention—of future com- 
plications. Had the patient received the 
proper preventive treatment in the first 
place, the operation would be unnecessary 
or at best of minor degree. 

Much of the preventive dentistry prac- 
ticed is psychologically bad, building up 


high hopes in patient and operator alike. 
The patient cooperates; the operator 
performs wonders in operative technic. 
Sometimes, stock diets are prescribed, and 
soon. The results are too often disheart- 
ening because the fundamental conditions 
have been ignored or gambled with, 
largely because of insufficient data and 
experience. 

No man is infallible. No one knows 
all of any subject, especially one so 
vaguely bounded as this. It would’ ap- 
pear, unless prevention is to be classed as 
a fad, that something should be done to 
correlate the existing literature, supple- 
ment it with the theories and findings of 
experienced public health workers and 
proceed to form a basis for future re- 
searches and teaching. 

University clinics, with their inflexible 
regulations and technics, are poor fields 
as they now exist. So is private practice 
with its selected patient complex. 

Rather, it is in the field of public health 
that the observant clinician may see and 
ponder over the effects of nationality, 
heredity, diet, water supplies, living con- 
ditions and occupational pursuits and 
from these evolve theories for testing and 
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adaptation. From this laboratory eventu- 
ally will emerge the true preventive den- 
tistry. Slowly and painfully, it will 
evolve from the womb of mass suffering 
and not from the left-over fragments of 
dental courses. 

Today, our journals are full of eco- 
nomic data, almost to the exclusion of 
the scientific side of dentistry. It is be- 
coming increasingly apparent to the field 
worker that something must be done be- 
fore the ponderous weight of sheer eco- 
nomic necessity causes dentistry to revert 
to the days of good mechanics but little 
else. 

Prevention is of, and for, the masses, 
from both a professional and an economic 
standpoint. State dentistry is no solution 
of the problem. Even if it were, without 
practice of the best principles of preven- 
tion, the result would be chaos. 

The public health men must lead the 
way—men of clinical experience and 
judgment who have learned bitter lessons 
in that field. They, as the leaders, must 
save prevention from becoming just an- 
other word and prove it to be a vitalizing 
force for the betterment of the profession 
and suffering humanity. 


RESOLUTION PRESENTED BY THE COMMITTEE ON ECONOMICS 
TO THE BOARD OF TRUSTEES OF THE AMERICAN 
DENTAL ASSOCIATION 


The Committee on Economics wishes to go on record as disapproving the proposed 
plan that has been presented by the promoters of the Dental Institute of America, and 
asks that this action be sent to the Board of Trustees for publication in THE JOURNAL. 
The object of this motion is to discourage members of the American Dental Association 
from joining an organization which this committee believes might not be based on prin- 


‘ ciples generally approved by the Association. 
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CURRENT LITERATURE 


Physical Factors in Mental Disease (By 
Julius A. Toren, J. M. Soc. New Jersey, 
32 :458 [Aug.] 1935): The writer discusses 
the physical approach to the psychoses, the 
effect of toxins and focal infections. Un- 
der focal infection, he says: “The presence 
of physical abnormalities other than an- 
thropological in the psychotic group is so 
very high as compared with the average 
members of society that it immediately 
strikes the attention. Cotton found 3,550 
abnormal conditions in 500 consecutive 
cases in the so-called functional group— 
an average of over seven per patient.” An- 
other worker in the field of so-called “fo- 
cal” or localized infection in the psychotic 
found that every patient examined had 
more than one area of involvement. The 
usual foci and the percentages of their oc- 
currence in his cases were as follows: al- 
veolar infection, 92 per cent; tonsillar in- 
fection, 52 per cent; gastro-intestinal dis- 
ease, 42 per cent; uterine infection 
(women), 90 per cent. The point to be 
emphasized is that these patients are really 
physically ill. Just as most acute infectious 
diseases gain access to the body through the 
upper orifices of the body, so also do we 
find that the principal primary foci of 
chronic infection are in the head, the teeth 
and alveolar processes of the jaws, the 
faucial tonsils, and the accessory sinuses. 


Care of the Teeth in Pregnancy (A. 
W. Bingham, J. M. Soc. New Jersey, 32: 
488 [Aug.] 1935): The author calls at- 
tention to the difference of opinion on the 
subject. Many physicians and dentists 
would prescribe calcium and viosterol for 
every patient. Bingham found the impor- 
tant factor to be a good general condition 
and urges its achievement and maintenance. 
The subject involves the preservation of 
the teeth of the pregnant woman and the 
formation of the teeth and bones of the in- 
fant and also the effect of infected teeth on 


the course of the pregnancy. The whole 
period of pregnancy and lactation are sus- 
pect. It seems a safe precaution to give 
dental care through this period. The in- 
fant’s growth is a drain on the mother’s 
calcium storage; hence, she should have 
constant care. Milk is the best food to 
help maintain the calcium ratio. A liberal 
intake of vitamins is necessary for the utili- 
zation of calcium. Fruit, green vegetables, 
eggs, cod liver oil and viosterol are valuable 
in conserving the teeth of the mother. The 
author says “If the enamel has no blood 
vessels it is hard to understand how it can 
lose its calcium to supply the foetus.” He 
suggests an alkaline mouth wash to be used 
frequently, particularly during early preg- 
nancy. The patient’s metabolism should be 
improved primarily as it is useless to load 
the patient with calcium, phosphorus and 
viosterol if her metabolism is subnormal. 
The teeth will deteriorate in spite of these 
things if the metabolism is at fault. Exer- 
cise and diet are necessary to a normal 
metabolism. Focal infection is an etiologic 
factor in pernicious vomiting, miscarriage, 
pyelitis, phlebitis, anemia’ and toxemia of 
pregnancy. The digestion may be affected 
by the swallowing of infected saliva. Ex- 
traction should not be undertaken without 
a physician’s advice and it is inadvisable 
to extract during the first three months as 
miscarriage may result. As a rule, the teeth 
should be put in as good condition as pos- 
sible without being radical. Also a local 
anesthetic is preferable to a general anes- 


thetic. 


Abscess of Placenta Causing Abruptio 
Placentae (Samuel Rosenfeld, J.4.M.A., 
105 :1113 [Oct. 5] 1935): The author calls 
attention to the rareness of the condition. 
Some textbooks do not even mention it. By 
many, it is thought to be only degenerated 
remains of deep-seated placental cysts. He 
cites a case with unmistakable proof of 
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abscess of the placenta which caused a pre- 
mature separation. He observes that one 
can only speculate on the origin of the ab- 
scess, but mentions the possible infection 
of a hematoma caused by a previous auto- 
mobile accident or infection through the 
cervix or from a partially erupted wisdom 
tooth through the circulation. 

Malignant Disease of Mouth and Aces- 
sory Structures (G. B. New, Am. J. Surg., 
30:46 [Oct.] 1935): Precancerous lesions 
should be widely excised from one angle of 
the lip to the other, the operator eliminat- 
ing the lesion and supplying tissue for 
microscopic study. If early malignancy has 
occurred, the regional lymph nodes may be 
removed. If definite epitheliomatous struc- 
ture can be determined clinically, more 
radical excision is indicated. Five year sur- 
vival is reported in 89.7 per cent of 234 
patients, with nodes not involved but re- 
moved; in 65.8 per cent with no node in- 
volvement and no removal (196 cases), and 
in 39.1 per cent with nodes involved and 
removed (forty-six cases). In tongue le- 
sions that are benign, such as in geographic, 
fissured or black tongue, the patients should 
be reassured of the benign nature of the 
condition and all sharp teeth or other 
sources of irritation removed as a prophy- 
lactic measure. Actinomycosis and blasto- 
mycosis must be considered in differential 
diagnosis of carcinoma. Elimination of 
tongue malignancy and possible bilateral or 
block dissection of lymph nodes are recom- 
mended. In twenty-nine cases of malig- 
nant tumor of the tongue, with nodes dis- 
sected but not affected, 50 per cent of pa- 
tients survived five years or more; and 52.8 
per cent of thirty-six with nodes not af- 
fected and not dissected, 14.3 per cent of 
fifty-six with nodes involved and dissected 
and two of six patients with extension to 
the floor of the mouth showed similar 
cures. A very rapidly growing epithelioma 
may appear as an epulis, the most common 
mandibular growth, and, if not studied 
microscopically, may be treated conserva- 
tively. Diathermy is used to destroy pre- 
cancerous and malignant growths in the 
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mandible; 69.9 per cent of 113 patients 
without node involvement and 28.9 per 
cent of thirty-eight patients with nodes af- 
fected being alive five or more years after 
operation. Cauterization and irradiation is 
preferred in maxillary malignancy. Of 
ninety-one tumors primary in the antrum 
sixty-three were squamous cell carcinoma, 
as were thirty of fifty tumors secondary 
in the antrum. Because of the presence of 
Vincent’s organisms in smears from malig- 
nant lesions about the jaws, a diagnosis of 
Vincent’s infection is sometimes made. In 
cases of indeterminable pain about the an- 
trum and upper jaw, the antrum should be 
explored. In tumors of low grade malig- 
nancy, surgical diathermy is used, but, in 
more invasive lesions, free drainage is es- 
tablished and radium inserted. Of seventy- 
five patients with the growth primary in 
the antrum, 46 per cent were living five 
years after operation. Of forty-three per- 
sons with growth secondary in the antrum, 
53.4 per cent and of seventy-four patients 
with palate malignancy, 62.7 per cent 
showed similar five year cures. 
HAMILTON ROBINSON. 

Dysontogenetic Origin of Basal Cell 
Carcinoma (J. McFarland, E. Ciccone and 
J. Gelehrter, Am. J. Cancer, 25 :273 [Oct.] 
1935): A number of histologically con- 
firmed cases of basal cell carcinoma were 
plotted on diagrams of the human face in 
order to compare their distribution with 
the position of the embryonic facial fissures. 
Other supposed dysontogenetic lesions, 
mixed tumors and sequestration dermoids 
were similarly plotted for comparison. 
These three dysontogenetic type neoplasms 
conform to the same anatomic distribution, 
differing from squamous cell or prickle cell 
carcinoma. The observations are interpreted 
as supporting “Glasunow’s theory that basal 
cell carcinomas are dysontogenetic tumors 
which originate in imperfections in the em- 
bryonal facial fissures.” 

HAMILTON ROBINSON. 

Method for Estimating Bacterial Con- 
tent of Mouth by Direct Count (M. C. 
Crowley and U. G. Rickert, J. Bacteriol., 
30 :395 [Oct.] 1935): Attention is called to 
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the inadequacy of cultural methods for es- 
timating the number of bacteria in the 
mouth. The authors have developed a 
method for counting the bacteria directly 
that overcomes some of the difficulties or- 
dinarily encountered. The method follows 
that of Breed and Brew which is used for 
making direct milk counts, with an atom- 
izer added to break up the clumps of bac- 
teria. A weak solution of sodium hydrox- 
ide (N/400) is used to dissolve the mucin. 
After thirty minutes of spraying, 0.01 c.c. 
is spread over 1 square cm., dried and 
stained with Gram’s stain. Fields free from 
epithelial cells and clumps are selected for 
counting. With this technic, it was found 
that counts varied greatly from the same 
person on different days (2,710,000,000 to 
11,220,000,000 per 20 c.c. of mouth wash- 
ing). Duplicate counts showed a difference 


of 13 per cent. 
M. K. Hine. 


Putrid Abscess of Lung Following Den- 
tal Operations (L. Stern, J. Thoracic 
Surg., 4:547 [Oct.] 1935): Pulmonary ab- 
scess is apparently a more common com- 
plication following dental surgery than is 
generally assumed. In fifty-one cases re- 
cently reported, practically all are given as 
sequels to aspiration of a whole tooth or a 
portion of a root during extraction under 
general anesthesia. The author gives data 
on twelve of seventy consecutive and un- 
selected cases with pulmonary abscess oc- 
curring shortly after dental procedures in 
which there was no clinical or roentgen evi- 
dence of tooth aspiration. Eight of these 
followed extraction under local anesthesia. 
More recent literature indicates that about 
25 per cent of pulmonary abscess follows 
operations in the mouth and throat. Two 
routes by which infectious material may 
reach the lung are recognized: (1) trans- 
mission of embolic material from a focus 
by the blood stream and (2) direct aspira- 
tion of particulate material. It is safe to 
state that most teeth that are extracted are 
surrounded by subgingival pockets harbor- 
ing calculus, anaerobes and débris that are 
dislodged during extraction and carried 
back by the saliva. The’similarity of the 


anaerobic organisms recovered in lung ab- 
scess and those of gingival conditions is em- 
phasized. It is very easy for such material 
to get into the air passages and then into 
the lungs since the pharyngeal reflex is 
dulled in the commonly employed mandibu- 
lar and posterior palatine nerve injections. 
A few preventive measures are recom- 
mended to avoid pulmonary abscess after 
dental operations. A meticulous toilet of 
the oral cavity is the most obvious and this 
should include irrigation of interdental 
spaces, use of dental floss and removal of 
calculus. In many cases, sodium perborate 
should be used as a mouth wash for several 
days before operation. To eliminate inter- 
ference from a cough reflex, only the mini- 
mal amount of procain required for anes- 
thesia should be employed. Whenever it is 
possible, surgical operations should be per- 
formed early in the day to allow maxiraum 
time for control of hemorrhage before the 
patient sleeps. Finally, patients should be 
seen at intervals of a few days after ex- 
traction and again in three weeks to de- 
termine whether symptoms of pulmonary 
abscess are present. 
J. Frank Hatt. 


Resection of Upper Jaw for Carcinoma 
(W.F. MacFee, Am. J. Surg., 30:21 
[Oct.| 1935): Because of the seriousness 
of maxillary resection, the histologic char- 
acter of the tumor and its operability 
should be determined before operation is 
considered. The technic of operation is 
given, considering equipment, position of 
the patient, division of the soft parts and 
bone, evulsion of the maxilla and closure 
of the wounds. Seven modifications are 
noted. Postoperatively, at least 3 liters of 
water are administered. Food is given 
by stomach tube until the patient can 
swallow. Repair of the maxillary defect 
by dental prosthesis allows speaking and 
management of food. The patient must 
be carefully followed for possible recur- 
rence. The surgical treatment is usually 
augmented by cauterization, radium and 
roentgen-ray therapy or electrocoagula- 
tion. 

HAMILTON ROBINSON. 
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Constructive Critical Analysis of Max- 
illary Sinus Surgery (E. F. Ziegelman, 
Surg. Gyn. & Obst., 61:388 [Sept.] 
1935): The maxillary sinus is discussed 
with special reference to the fact that on 
histologic study, the antral mucous mem- 
brane normally presents cilia that sweep 
the antral contents toward the natural os- 
tium. A series of anatomic observations 
are made and their surgical application is 
considered. In a great number of cases, the 
antral floor is inferior to the nasal floor. 
In order to drain the antrum properly, one 
must remove the inferior turbinate as it 
curls inferiorly and laterally. A tabula- 
tion of antrum studies shows variations 
in ostia and, in a large number of cases, 
the presence of septums which may di- 
vide the antrums partially or totally into 
smaller portions. In 62 per cent of the 
sixty-eight antrums studied, the floor is on 
a plane with or inferior to the nasal floor. 
As a result, it is necessary to institute other 
than simple mechanical drainage. It is in- 
ferred that the nasomaxillary angle pro- 
vides the best means of drainage and that 
the cilia of the mucosa will sweep the con- 
tents toward the newly formed ostium. 


M. W. McCrea. 


Factors Influencing Quantitative Meas- 
urements of Roentgen-Ray Absorption of 
Tooth Slabs (H. C. Hodge, Grant Van 
Huysen and 8. L. Warren, Am. J. Roent- 
genol., 34:523 [Oct.] 1935): I Radiation 
Factors: The relative magnitudes of the 
interpolated values (I.V’s.) for enamel and 
for dentin are found to be not significantly 
different for monochromatic, heterogeneous 
or white, grenz and secondary roentgen ra- 
diation. The I.V. for enamel is about 1.4 
mm. Al at 50 kv., for dentin about 0.8 
mm. Al. II Filter Factors: There should 
be as little material as possible, and this 
must be of uniform density and thickness, 
between the target of the roentgen tube and 
the film in order to reduce the errors of the 
method to the lowest level. It is best to 
eliminate all tube stand filters and use a 
fairly new tube. The film should be 
wrapped in two thicknesses of clean black 
paper (such as that enclosing roentgen 
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films in the standard packages). Any varia- 
tions of the above must be tested for ¢rrors 
in any quantitative study. These may be 
found best by a study of the reproducibility 
of the technic. 

J. Frank HALt. 


Neoplasms of Oral and Upper Respiratory 
Tracts Treated by Protracted Roentgen 
Therapy (William Harris, Am. J. Roent- 
genol., 34:482 [Oct.] 1935): The author 
gives Coutard’s principles of treatment of 
intra-oral and laryngeal carcinoma by pro- 
tracted roentgen irradiation with his own 
variations. To use Coutard’s own words 
for individualizing the treatment: “There 
exists no fixed method of treatment but a 
simple clinical treatment for each individual 
patient and for the special type of tumor.” 
Radiation therapy of malignancies should 
be undertaken only by competent operators 
in hospitals that are adequately equipped. 
When patients present themselves, they 
should have a complete physical examina- 
tion, including blood studies, roentgen ex- 
amination and biopsy. After the diagnosis 
is definitely established, a tentative plan of 
treatment is established. Before irradiation, 
the patient is seen by his dentist; the teeth 
are cleaned and all doubtful teeth are ex- 
tracted. Maintenance of the nutrition is 
taken care of. Diabetes or syphilis should 
be under control before therapy is begun. 
If the general condition of the patient is 
improved, the therapy will be more effec- 
tive. The paper reviews treatments of 
twenty-six cases of extensive intraoral and 
laryngeal carcinomas by protracted roent- 
gen irradiation according to Coutard’s prin- 
ciples. The author believes that fewer com- 
plications are observed and there is less 
damage to the healthy tissue with the use 
of a heavier filter and lower milliamperage. 
He has gotten favorable results in malig- 
nancy of the intrinsic and extrinsic larynx 
by using portals of 100-150 square cm. a 
filter of 2 mm. Cu with 200 kv. and a rate 
of 3-5 r per minute, 3,000-3,600 r meas- 
ured with back-scattering, may be given to 
some patients if protracted daily over a 
period of from twenty-five to thirty-two 
days. A maximum of 4,200 r has been used 
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in several cases. Two such fields may be 
used to crossfire a neck. Good medical 
care during the extremely careful irradia- 
tion therapy are requisites for good results. 
J. Frank HAtt. 


Origin of Mixed Tumors of Salivary 
Glands (P. L. Li and C. Yang, Am. J. 
Cancer, 25:259 [Oct.] 1935): These tu- 
mors of the salivary glands, buccal mucosa, 
palate, cheeks and lips, antrum of High- 
more, nares, ethmoid sinus, lacrimal glands, 
face, etc., are usually of composite struc- 
ture with epithelium in strands or masses, 
cartilage, pseudocartilage, myxomatous 
structures and cellular connective tissue. 
Twenty-five mixed tumors occurring about 
the head in locations other than the salivary 
glands were studied (seven within the oral 
cavity). The authors consider the histologic 
appearance in relation to other tumors oc- 
curring in the same locations. They group 
the mixed tumors under intra-oral and 
extra-oral divisions. The origin of various 
embryonal tumors of the face is related to 
the periods of embryonic rest formation 
and given in chart form. The expected po- 
tentiality of any anlage is considered as de- 
terminable by the time factor. 

HAMILTON ROBINSON. 


Ownership of Roentgenographic Nega- 
tives in Michigan: A_roentgenographic 
negative made by a physician as an aid to 
diagnosis and treatment is, in Michigan, the 
property of the physician who makes it, 
unless he has entered into an agreement 
waiving ownership. The Supreme Court of 
Michigan rendered this decision September 
9, (McGarry v. the J. A. Mercier Co., 
Mich., N. W.), the first rendered by a 
court of last resort with respect to the 
ownership of roentgenographic negatives. 
The decision is binding on all courts in 
Michigan and it may have persuasive influ- 
ence on courts in other jurisdictions. Dr. 
Burton G. McGarry of Fenton, Mich., on 
whose initiative this case was brought to a 
successful issue, had treated an injured em- 
ploye of the defendant, the J. A. Mercier 
Company, at its request. The company re- 
fused to pay for his services, basing its re- 
fusal in part on the ground that Dr. 


McGarry refused to deliver to the com- 
pany, for examination by other physicians, 
certain roentgenographic negatives of the 
patient, the cost of which was included in 
Dr. McGarry’s bill. At no time did Dr. 
McGarry refuse to permit other physicians 
to examine the negatives while they re- 
mained in his clinic. In the circuit court, 
judgment was given in Dr. McGarry’s fa- 
vor, and the company appealed to the Su- 
preme Court of Michigan. Roentgeno- 
graphic negatives, said the Supreme Court, 
are practically meaningless to an ordinary 
layman. They are as much a part of the 
history of the case as any other record made 
by a physician. They constitute an im- 
portant part of a physician’s clinical record 
and preserve much of value in his experi- 
ence. In a malpractice suit, they may con- 
stitute unimpeachable evidence that fully 
justifies the treatment of which a patient 
complains. They are analogous to the mi- 
croscopic slides of tissues that physicians 
make to aid them in diagnosis and treat- 
ment and which it would hardly be as- 
serted belong to any one other than the 
physicians by whom they are prepared. Al- 
though roentgenographic negatives differ 
from the negatives of ordinary photographs, 
the fact that they are the property of the 
physicians who make them may possibly be 
inferred from court decisions that have 
held that, in the absence of express agree- 
ments to the contrary, the negatives of 
photographs belong to photographers, not 
to the persons for whom the photographs 
were made. There is every good reason, 
said the Supreme Court, for holding that 
roentgenographic negatives are the property 
of the physician rather than of the patient 
or other person who employs the physician, 
even though the patient or such other per- 
son is charged with the cost of making 
them. Dr. McGarry was fully justified in 
refusing to surrender possession of the 
negatives he had made. In the absence of 
an agreement to the contrary, such nega- 
tives belong to the physician who makes 
them incident to treating a patient. While 
the phraseology of this decision, literally 
construed, limits its applicability to cases in 
which physicians make roentgenographic 
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negatives for their own use, it may rea- 
sonably be assumed that such negatives 
made for a physician, to be interpreted by 
him, are his property quite as much as if he 
had made them himself. The decision leaves 
undetermined the questions whether a pa- 
tient, personally or through physicians or 
others employed by him, has the right to 
inspect a roentgenographic negative while it 
remains in the possession of the physician 
who made it, or to require, on payment of 
the reasonable cost, that prints of the nega- 
tive be furnished to him. It is, however, a 
distinct advance toward the settlement of a 
troublesome and important question.— 


Editorial, J.4.M.4., Oct. 12, 1935. 


Abscess of Lung Following Dental Op- 
erations (L. Stern, J. Thoracic Surg., 4: 
547 [Aug.] 1935): Stern states that twelve 
of seventy consecutive patients with pul- 
monary abscess gave histories strongly sug- 
gestive of causes traceable to dental opera- 
tions. Pulmonary abscess may occur after 
tooth extraction without the aspiration of 
gross material, such as a tooth or filling. 
Gross aspiration did not occur in any of 
the cases. More cases followed the use of 
local than of general anesthesia. This is 
probably accounted for by the fact that to- 
day local anesthesia is the method of choice 
in dental surgery. Thorough investigation 
of the dental history in cases of abscess of 
the lung may reduce the percentage of cases 
formerly grouped as pulmonary abscess of 
unknown origin. Clinical and pathologic 
evidence point to aspiration as the usual 
mechanism in the production of putrid pul- 
monary abscess. The anesthesia and other 
factors associated with tooth extraction 
offer optimal conditions for the aspiration 
of infected particulate matter. There is 
evidence to suggest the association of a 
diminished or inactive reflex during dental 
operations with the occurrence of abscess 
of the lung. The prevention of pulmonary 
abscess following dental procedures may 
depend on the recognition and elimination 
of the hazards of aspirating infected par- 
ticulate material dislodged during such 
procedures.—J.4.M.A., Oct. 19, 1935. 


Relationship of Amidopyrine to Agranu- 
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locytosis (By F. Stenn, J. Lab. & Clin. 
Med., 20:1150 [Aug.] 1935): To investi- 
gate the effect of amidopyrine on the white 
and differential blood count, Stenn under- 
took a study of 120 animals—guinea-pigs, 
rabbits and monkeys—over a period of 
eight months. Amidopyrine was given 
orally to one group in doses from a fraction 
of a grain to 3 drachms (12 gm.), and 
blood and differential counts were taken 
daily. The symptoms were stupor, diarrhea 
and loss of weight. Many of the animals 
died of pneumonia and some from amido- 
pyrine poisoning, but at no time was 
agranulocytosis observed. This work was 
repeated with subcutaneous, intraperitoneal 
and intravenous injections, but no change in 
the blood picture occurred. With another 
group an attempt was made to sensitize 
some of the animals treated, and these were 
given a rest period of one month, after 
which the medication was again given, still 
without effect. Incidentally, a pregnant 
guinea-pig was injected with huge doses of 
the drug for one and a half months, but 
the new-born guinea-pig and the mother 
both had normal blood pictures. A group 
of animals was bled daily until the red 
blood count fell between 1,500,000 and 
2,000,000 and the red cells in the smear 
showed anisocytosis, poikilocytosis and 
polychromasia. Despite this preparation 
the white blood count failed to fall on pro- 
longed administration of amidopyrine. In 
another group, small quantities of benzene 
in olive oil were injected subcutaneously 
until a severe neutropenia and anemia were 
produced. In most of the animals the 
white blood count fell to below 1,500. To 
half of this group amidopyrine was given 
orally, and these animals showed a more 
rapid rise in the white blood count and 
polymorphonuclear differential picture than 
the other animals not given the drug. A 
third group of animals was starved for five 
days and the drug administered, but with- 
out avail. A fourth group of animals was 
injected subcutaneously with broth cultures 
of Bacillus subtilis, Streptococcus viridans 
and Salmonella suipestifer, and one month 
later, with the infection still persisting, 
they were given heavy doses of amidopyrine 
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orally during three weeks. The white blood 
counts were elevated during the period of 
amidopyrine treatment, and the differential 
counts showed a predominance of polymor- 
phonuclear leukocytes.—J.4.M.A., Oct. 26, 
1935. 

Ulcerations in Mouth During Menstru- 
ation: A white woman, aged 35, unmarried, 
5 feet 7 inches (170 cm.) high, a brunette, 
weighing 121 pounds (55 kg.), had the 
usual childhood diseases except measles, 
which she had when 17, away at school. 
Several months later she had trouble with 
her eyes; diplopia finally developed, which 
was corrected by glasses. She began to men- 
struate at 11 years (twenty-eight day cycle, 
from four to six days’ duration, with some 
slight dysmenorrhea). For the past three 
to five years she has menstruated irregu- 
larly from twenty-one to twenty-three days, 
with a duration of two or three days and 
very scant flow, with no pain. As far back 
as she can remember she has suffered con- 
stantly with ulcers on the tongue and buc- 
cal surfaces. This condition is aggravated 
just before menstruation as a rule. They 
are from 2 to 5 mm. in diameter, round and 
somewhat depressed, and covered with a 
grayish membrane, which somewhat re- 
sembles thrush or a stomatitis. Removal of 
the membrane leaves a bleeding surface. 
Smears show pus cells but no definite or- 
ganisms. There is a questionable enlarge- 
ment of the thyroid. The basal metabolism 
has not been determined and a gastric 
analysis has not been made. She is not 
nervous and has no fever. The pulse at rest 
is 70 a minute, after exercise 92, and after 
two minutes’ rest 80. On moderate exer- 
tion there is some shortness of breath and 
palpitation of the heart. There is no evi- 
dence of any pathologic condition of the 
heart or lungs. She has gained 20 pounds 
(9 kg.) in the last year. Her mother suf- 
fered with the same complaint until she 
was about 40 years old. The patient’s sis- 
ter has had no trouble like this, nor has 
any of her four brothers. She catches cold 
easily and has catarrh and _ indigestion. 
Urinalysis is negative. Blood examination 


reveals 4,000,000 red cells and 80 per cent 
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hemoglobin (Dare). She suffers with con- 
stipation, as does most of the family. She 
lives in a malarial district. The family ex- 
plains that the malaria is caused by a slug- 
gish river. The patient has had fever and 
chills, though not recently. In the last seven 
years she has been to as many doctors. 
None have given her any permanent relief. 
Many diagnoses have been made, such as 
hyperacidity (increased p,; of the blood), 
intestinal intoxication, nervousness and en- 
docrine dysfunction. Each doctor has speci- 
fied different diets, all to no avail. Please 
outline treatment and medication. Would 
either emetine hydrochloride or small doses 
of neoarsphenamine help the local condi- 
tion? Would solution of anterior pituitary 
and ovarian extract, plus thyroid, help her 
condition? Answer: The most distinctive 
symptom presented by this patient, and ap- 
parently the one concerning which advice 
is sought, is the appearance of small ulcera- 
tions on the mouth surfaces, especially at 
or near the time of menstruation. This 
should at once suggest the possibility of a 
chronic relapsing form of agranulocytic 
angina, in which just such ulcerations are 
associated with a periodic sharp drop in the 
polymorphonuclears. ‘The correspondent 
reports the erythrocyte count but not that 
of the white cells. If not already done, this 
point should be cleared up by frequent 
white cell counts. For a discussion of this 
subject the correspondent is referred to: 
Jackson, Henry, Jr., and Merrill, Dudley: 
Agranulocytic Angina Associated with the 
Menstrual Cycle, New England J. Med., 
210:175 (Jan.) 1934. Thompson, W. P.: 
Observations on the Possible Relation Be- 
tween Agranulocytosis and Menstruation, 
with Further Studies on a Case of Cyclic 
Neutropenia, New England J. Med., 
210:176 (Jan.) 1934. Studies of the hor- 
mone output, according to the method fol- 
lowed by Thompson in his case, would be 
of interest if practicable. In the event of 
a periodic leukopenia being demonstrated, 
the employment of pentnucleotide, in daily 
intramuscular doses of 10 c.c. for a week or 
ten days before menstruation, and of 
gonadotropic factor of pregnancy urine 
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(antuitrin S or follutein) in daily intramus- 
cular doses of 2 c.c. at the same time in 
relation to the periods, may prove beneficial 
(Jackson and Merrill). Other than this 
suggestion as to specific possibilities, it 
would seem advisable to have a basal 
metabolism determination. If the rate is 
low, or even if it is normal, dessicated thy- 
roid in a daily dose of perhaps 0.065 or 
0.01 gm. (1 or 14 grains) may prove of 
benefit—Queries and Minor Notes, 
J.4.M.A., 105:904 (Sept. 14) 1935. 

Thumb Sucking (Irene G. Woodcock, 
M. Rec. 139:328 [April 4] 1934: Sucking 
may be present as an isolated habit or it 
may be concomitant with such habits as 
nail-biting, masturbation, enuresis and pica. 
In the article it is discussed in its isolated 
or simplest form. In the same category as 
thumb-sucking one must place lip-sucking, 
finger-sucking, the sucking of clothing and 
the sucking of a pacifier. The physiology, 
etiology and pathologic conditions caused 
by the habit and the consequences and treat- 
ment are all discussed by the author. In 
concluding, he states that he feels sure 
all thumb-suckers are not seekers of sexual 
excitement. Nevertheless, because of the 
physical danger involved in allowing the 
habit to develop, the tendency to glide over 
it as a meaningless performance must be 
decried. Most abnormal youthful tenden- 
cies can be corrected in time by imitation 
and social disapproval.—4 m. J. Dis. Child., 
September, 1935. 

ForeiGN 

Zwei Falle von Mottled Enamel nach 
chronischer Fluorvergiftung der Mutter 
(O. Brinch &@ K. Roholm, Paradentium, 
6:147, 1934): Although no cases of 
mottled enamel have been previously dis- 
covered in Denmark, two cases of typical 
appearance have been found in the children, 
now aged 15 and 12 years, respectively, of 
a woman who previously suffered from 
chronic fluoride poisoning contracted from 
an industrial hazard of cryolite (Na,AIF,). 
Although fluorine does not pass through 
the placenta (the deciduous teeth were nor- 
mal), the mother’s milk probably contained 
fluorine gradually resorbed from deposits 
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in her bones, and because the babies were 
nursed for long periods (eighteen and 
twelve months, respectively), the perma- 
nent teeth were affected. 


H. C. Hopce. 


Bacteriemia and Oral Sepsis (C. C. Okell 
and §. Elliott, Lancet No. 5851:585 [Oct. 
19] 1935): Astudy of bacteriemia following 
extraction is reported. Just before and 
within five minutes after *he extraction, 
10 c.c. of blood was taken frum the arm of 
each of 138 patients. Poured plates and 
broth inoculations made with each blood 
sample were incubated aerobically and an- 
aerobically. Of the 138 cases, eighty-four 
(60.9 per cent) showed a bacteriemia after 
extraction. Of the forty cases with marked 
gum disease, 75 per cent showed positive 
cultures. Of the 60 cases with moderate 
gum disease, 70 per cent gave positive cul- 
tures; while of the thirty-eight with no 
gum disease detectable, 34 per cent were 
positive. Streptococci of the nonhemolytic 
type (salvarius and mitis types in Holman’s 
classification) and occasionally diphtheroids 
and Staphylococcus albus were isolated. 
Twelve cases of 110 pyorrheics (10.9 per 


cent) showed viable streptococci in the 
blood stream before operation. Thirty 
healthy controls with no gum disease 


showed no bacteriemia. Blood samples taken 
from ten minutes to eight hours after op- 
eration were negative. Temperatures were 
taken of twenty patients with pyorrhea at 
twenty minute intervals. Fourteen showed 
some fever for from two to nine hours 
(99-102 F.). This transient bacteriemia is 
comparable to catheter fever, where B. 
coli is the normal organism found. It 
should be noted that the positive cases 
showed viable streptococci in the blood 
from the arm. The “leak” of bacteria must 
have been sufficient to escape the phagocytic 
mechanism of the host. 


M. K. HIne. 


Richerche sperimentale sulla compozione 
minerale delle ossa (M. Coppo, Boll. soc. 
ital. biol. sper., 9:310, 1934): Rabbit bone 
was found normally to contain about twice 
the potassium content, and about three 
times the sodium content of human bone. 


| 


2168 The Journal of the American Dental Association 


In order of constancy, the mineral con- 
stituents determined were calcium, phos- 
phorus, magnesium, sodium and potassium. 
The calcium:phosphorus ratio averages 
2.110. Suppuration of thirty days’ duration 
in the quadriceps produced no change in 
the mineral composition of the femur. 
Stasis of leg arteries of from eight to ten 
days’ duration produced edema, with no loss 
of calcium and phosphorus in the bone ash 
on the basis of the dry defatted weight, but 
an increase in magnesium. Section of the 
sciatic and crural nerves produced a loss in 
ash, calcium and phosphorus and an in- 
crease in magnesium. There was no sig- 
nificant change in hydrogen dioxide, sodium 
or potassium content in the last two ex- 
periments. 


H. C. Hopce. 


Weitere Untersuchungen ueber den chem- 
ischen Aufbau der Knochensalze (J. Marek, 
O. Wellman and L. Urnanyi, Ztschr. Phys- 
iol. Chem., 234:165, 1935): In general, the 
earlier conclusion of these authors that the 
inorganic part of bone is principally a mix- 
ture of tricalcium phosphate, calcium car- 
bonate and trimagnesium phosphate is 
reafirmed. Analysis of calf and cow bone 
shows the latter contains more ash, calcium, 
phosphorus and carbon dioxide (basis of 
dry weight). The carbon dioxide is prob- 
ably bound to a cation whose phosphate is 
insoluble. The various methods for pre- 
paring the mineral matter free of organic 
matter, such as ashing, potassium hydrox- 
ide, glycerol extraction and others, are 
shown to have an effect on the mineral com- 
position as evidenced by a higher calcium: 
phosphorus ratio after treatment. Bone 
mineral cannot be a complex compound, 
but is a mixture, since pronounced differ- 
ences in calcium: phosphorus per cent ratios 
and 

Ca,(PO,). 
CaCO, 


ratios may be demonstrated between spe- 
cies of animals, animals of different ages, 
animals fed different diets (earlier paper 
of these authors) and different layers of the 
diaphyses of the long bones, A sample of 


commercial tricalcium phosphate gave re- 
sults in entire accord with those obtained 


on bones. H. C. Hopce. 


Bernerkung Zu der Arbeit von J. Marek, 
O. Wellman and L. Urbanyi: Weitere 
Untersuchungen ueber den chemischen 
Aufbau der Knochensalze (R. Klement, 
Ztschr. Physiol. Chem., 235:272, 1935): 
The authors did not show by roentgen-ray 
diagrams that the mineral matter of bone 
changes during potassium hydroxide-glyc- 
ero! extractions from tricalcium phosphate 
to hydroxyl apatite. Roentgen-ray diagrams 
are the only reliable source of information 
in such studies. The sample of commercial 
tricalcium phosphate that was analyzed was 
accidentally of the proper calcium and 
phosphorus content, but probably was really 
an impure sample of hydroxyl apatite. 


H. C. Hopce. 


A granulocytosis (Lancet, 1:894 [Oct. 19] 
1935): The increasing importance and 
danger of agranulocytosis is shown by the 
fact that it is held responsible for 1,500 
deaths in the United States alone in the 
period 1922-1934. To date, no evidence has 
been satisfactory to support a dietary de- 
ficiency or a bacterial invasion as the cause 
of the condition. The evidence incriminat- 
ing a certain group of drugs is extremely 
strong. That such drugs may not be en- 
volved in all cases is shown by Jackson 
(Am. J. M. Sc., 188:482, 1935), but they 
certainly have played a part in some. Kracke 
and Parker conclude that amisopyrine 
(pyramidon), dinitrophenol and _ perhaps 
the related preparations must certainly be 
considered etiologic agents. It is a fact 
that on the evidence presented, it seems best 
to regard amidopyrin and preparations con- 
taining it as dangerous. M. K. Hine. 


Calcium Metabolism in the Fetus (Tet- 
sunosuke Matsuo, Tr. Soc. Path. Japan, 
23:257, 1933): The fetal blood always 
contains more calcium than that of the 
mother and the blood of the umbilical cord. 
The placenta helps to regulate the exchange 
of calcium between mother and fetus.— 


Am. J. Dis. Child., October, 1935. 
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COLORADO 

Golden Jubilee Meeting: The Fiftieth 
Anniversary Meeting of the Colorado State 
Dental Association will be held in June, 


1936, 


ILLINOIS 

Supreme Court Approval: The Illinois 
Supreme Court, October 3, denied a re- 
hearing in the case of the Illinois State 
Board of Dental Examiners vs. Winberry, 
thus establishing beyond further question 
the validity of the Dental Practice Act of 
1933 which outlawed dental advertising and 
the practice of dentistry by corporations. 


IOWA 

Dr. Foley Honored: J. J. Foley, Fort 
Dodge, was named by Gov. Clyde L. Her- 
ring as the new member of the Iowa State 
Board of Dental Examiners. 

University News: One hundred and 
sixty-nine students are enrolled in the Col- 
lege of Dentistry, University of Iowa, this 
fall. This is an increase of twenty-four 
students over the number enrolled last 
year and is a little above the average for 
the last seven years. 


WISCONSIN 

Dr. Moen Appointed on Economics Com- 
mittee: O. H. Moen, Watertown, has been 
appointed to the Committee on Economics 
of the American Dental Association. 


NEW YORK 

Nassau County Hospital Opened: Mead- 
owbrook. Hospital, a 200 bed institution 
under the jurisdiction of Nassau County, 
was recently opened for patients. The com- 
pletion of a public hospital for the county 
is the culmination of many years of effort 
on the part of the Medical Society of the 
County of Nassau to obtain adequate hos- 
pital facilities. In 1922, the society first 
presented a petition to county authorities, 
asking for a contagious disease hospital. In 
1923, it made a survey of the hospital situa- 
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tion of the county. In 1930, the society took 
an active part in a campaign for a bond 
issue of $1,750,000 to finance the hospital, 
approved by the voters 8 to 1 (J.4.M.A., 
Nov. 29, 1930, p. 1679). The new hospital 
is about 4 miles east of Hempstead. All 
departments of a general hospital are in- 
cluded, with a separate suite for psycho- 
pathic patients and a separate building for 
communicable diseases. The staff consists 
of 214 physicians and dentists of the county 
and seventy nurses. Within a few weeks 
after the opening, the hospital was 90 per 
cent occupied. Alexander J. McRae is 
superintendent of the hospital. Mr. George 
L. Hubbell is president of the board of 
managers and Benjamin W. Seaman, vice 
president. 

Lectures on Dental Medicine: Mount 
Sinai Hospital announces a course in dental 
medicine to be given during the coming 
winter. Lectures already given are: Joseph 
Schroff, October 10, “Oral Surgical Le- 
sions and Operative Procedure and Treat- 
ment”; Asher Winkelstein, November 14, 
“Dental Infection and Its Relation to Gas- 
tro-Intestinal Disease.” Others will be: 
Isadore Rosen, December 12, “Oral Le- 
sions from the Viewpoint of the Dermatol- 
ogist”; Paul Kelmperer, January 9, “His- 
topathologic Studies of Dental Tissues”; 
John H. Garlock, February 13, ‘“Treat- 
ment of Unusual Oral Lesions from the 
Viewpoint of the General Surgeon”; Her- 
man Lande, March 12, Diabetes and Its 
Relation to Diseases of the Oral Cavities” ; 
Herbert Pollack, April 9, “Oral Mani- 
festations of Vitamin Deficiency and the 
Dental Aspect of Abnormal Metabolism.” 


FOREIGN 

Death of Dr. Lawley-York: Dr. E. 
Lawley-York, formerly of Chicago, died 
on November 2, in Bad Doberan, Ger- 
many after a long illness. He is survived 
by his widow, Mrs. Marie Lentz Lawley- 
York. 
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Camp, Paul B., Jamestown, N. Y.; 
Thomas W. Evans Museum and Dental 
Institute School of Dentistry, University 
of Pennsylvania, 1916; died September 9; 
aged 46. 

Clemmer, C. O., Indianapolis, Ind.; 
Indiana University School of Dentistry, 
1906; died September 19; aged 61. 

Funk, L. L., Chicago, Ill.; Northwestern 
University Dental School, 1890; died No- 


vember 3; aged 72. Dr. Funk was an 


instructor in the first postgraduate dental 
school in Chicago. He practiced dentistry 
in Chicago more than forty years. A son 
and a daughter survive. 

Harstad, Oliver, Twin Falls, Idaho; 
Northwestern University Dental School, 
1899; died August 16; aged 62. 

Mouthrop, George F., Buffalo, N. Y.; 
University of Buffalo, School of Dentistry, 
1899; died September 13; aged 63. 

Seay, Charles W., Spencer, Ind.; Indiana 
University School of Dentistry, 1905; died 
September 7; aged 64. 


MISCELLANY 


BOOK REVIEWS 

Clinical Diagnosis of Diseases of the 
Mouth. A guide for students and practi- 
tioners of dentistry and medicine. By Louis 
V. Hayes, A.B., D.D.S., Associate Profes- 
sor of Oral Surgery and Lecturer on Dis- 
eases of the Mouth, New York University 
College of Dentistry; Associate Visiting 
Dental Surgeon, Bellevue Hospital; For- 
mer Associate Editor, Archives of Physical 
Therapy; Associate Fellow, American 
Medical Association; Member American 
Dental Association; Lt. Comdr. U. S. Na- 
val Reserve. With an introduction by Leo 
Winter, D.D.S., M.D., Sc.D., LL.D., Pro- 
fessor of Oral Surgery, New York Uni- 
versity College of Dentistry; Special Lec- 
turer and Instructor in Oral Surgery, U. S. 
Naval Medical School; Lecturer in Oral 
Surgery, New York Homeopathic Medical 
School; Director Dental Division, Belle- 
vue Hospital. With 12 colored plates and 
353 black and white illustrations. 461 
pages. Price, $7.50. Published by Dental 
Items of Interest Publishing Co., Inc., 
Brooklyn, N. Y. Henry Kimpton’s Medi- 
cal Publishing House, Great Britain. 

One of the virtues of this book is that 
the author goes at once to his topic in the 
treatment of his subject, and when he gets 
through, he stops. Here is a volume of 461 
pages with less padding than occurs in most 
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books of half the size. According to the 
author, diagnosis is the keystone of den- 
tistry as it is of medicine, and if we fol- 
low the matter further, we find that diag- 
nosis properly applied has a direct bearing 
on the prevention of disease, and to cor- 
rectly diagnose a case is to accomplish one 
of two things: if the affection is in the in- 
cipient stage, further inroads may be pre- 
vented; if it has progressed farther, the 
proper treatment may be instituted. In 
either case, diagnosis is considered essen- 
tial. An indication of the up-to-date char- 
acter of the book is found in the considera- 
tion of “agranulocytosis.” This is a dis- 
ease that in recent times has caused much 
concern, and there is actually little to be 
authoritatively said on the subject, but 
what little there is is found in this volume. 
This is characteristic of the book as a 
whole. A notable feature of the volume 
is the very comprehensive bibliography near 
the end, consisting of approximately eighty 
pages. The illustrative contents of the book 
are exceptionally satisfactory. The colored 
plates are most impressive, and they add 
greatly to the attractiveness of the volume. 
All of this is accentuated and made possible 
by the superior quality of the paper. The 
book is a most worthy addition to the lit- 
erature of dentistry, and should be highly 
commended. 
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Dental Anatomy. A Graphic Presenta- 
tion of Tooth Forms with an Original 
Technic for Their Reproduction. By 
Moses Diamond, D.D.S., Associate Profes- 
sor of Dentistry and Head of the Depart- 
ment of Dental Anatomy, Columbia Uni- 
versity Dental School. Second Edition, re- 
vised and enlarged. 309 pages, 144 illus- 


trations. Price, $4.00. Published by the 
Macmillan Company, New York City, 
1935. 


Dr. Diamond’s excellent book has been 
greatly improved by revision for the sec- 
ond edition. Ever since G. V. Black made 
his classic contribution to the subject, no 
one, to the knowledge of the reviewer, has 
made a more praiseworthy effort to en- 
lighten the profession on the topic than has 
Dr. Diamond. That his book has gone to 
the second edition is not only natural, but 
also is evidence of its intrinsic value, and 
the present volume is a praiseworthy ad- 
dition to the subject. A very valuable and 
convenient chapter is the one on “Calcifica- 
tion,” and the author has wisely taken ad- 
vantage of the recent findings of Logan and 
Kronfeld to bring the chapter up to date, 
and thus to correct the current erroneous 
conceptions heretofore advanced. The or- 
der of eruption of the deciduous teeth is 
also modified in conformity with the find- 
ings of these authors, and this is the first 
textbook to adopt the new procedure. The 
author has made the logical choice of 
adopting the nomenclature suggested by the 
Committee on Nomenclature of the Ameri- 
can Dental Association, thus contributing 
to the greatest uniformity of method in this 
important subject. A satisfactory glossary 
is appended to the volume, which will prove 
of the greatest convenience and service, and 
this is also supplemented by a bibliography. 
In its revised form, this book will be found 
of the greatest value not only to students 
in the way of study, but also to practition- 
ers in their daily use. Dr. Diamond is to 
be complimented for adding an important 
volume to textbook literature. 

Dietetics for the Clinician. By Milton 
Arlanden Bridges, B.S., M.D., F.A.C.P., 
Director of Medicine, Department of Cor- 
rection Hospitals, New York City; Con- 
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sulting Physician, Seaview Hospital, Staten 
Island, New York City; Associate in Med- 
icine and Lecturer in Therapeutics, New 
York Post-Graduate Medical School, Co- 
lumbia University; Assistant Attending 
Physician and Chief of Diagnostic Clinic, 
Post-Graduate Hospital, New York City; 
Fellow of the New York Academy of Med- 
icine. With a foreword by Herman O. 
Rosenthal, A.B., M.D., Director of Med- 
icine at the New York Post-Graduate 
Medical School, Columbia University, 
New York City. Second edition, greatly en- 
larged and thoroughly revised. Published 
1935. Octavo, 994 pages, cloth, $10 net. 
Published by Lea & Febiger, Philadelphia, 
Px. 

This book is different from the usual vol- 
umes that have had to do with diet. While 
the fundamentals of dietary study have 
been frequently expounded by various writ- 
ers, Dr. Bridges has called to his aid ex- 
perts in their various lines, and they have 
made a study of the most appropriate diets 
for apparently every known ailment under 
the sun. The chapter on dentistry, pre- 
pared by Howard W. Blake, D.D.S., is a 
very careful and well written chapter. It 
deals with the development of the teeth, 
their formation in the jaw and their erup- 
tion. This brings up a consideration of the 
diets concerned with the growth of the 
teeth beginning with prenatal life and pro- 
ceeding to the eruption of the permanent 
set. A number of authors are quoted, deal- 
ing at some length with a study of the dif- 
ferent diets affecting the teeth, particularly 
with the various vitamins. In this connec- 
tion, the statement is made that “in the 
light of present knowledge, it is important 
that our diets include a maximum rather 
than a minimum requirement of vitamins 
A, B, C and D.” A somewhat extended 
consideration is given to the various foods 
that are called for in the different vitamin 
demands, followed by general rules which 
will be found valuable in the management 
of children to bring about well formed 
teeth and to prevent dental disease. Nat- 
urally in this connection a high calcium 
diet is advocated, and a study is given to 
the suitable foods for this purpose. The 
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pros and cons of the various foods as they 
affect the problem are considered, and all 
of this is boiled down to the essentials. 
This chapter will be found very valuable 
not only to the dentist, but also to all of 
those who are in any way concerned with 
the rearing of children. In like manner, 
the various dietary problems in health and 
disease are taken up in this volume, and the 
whole constitutes itself a rich mine of val- 
uable information. The publishers and 
authors are to be congratulated on the suc- 
cess of this volume. 


CORRESPONDENCE 
“SPHERICAL OCCLUSION” 


To the Editor: In further replying to 
Dr. Helmer, I must be brief, wishing to 
conserve valuable space. The sequence of 
reasoning during right lateral movement 
in the experimental stage, employing the 
articulating instrument shown in my illus- 
trations, was about as follows: I. The tri- 
angle remains constant to the lower cast. 
(Fig. 2.) II. Point “B” moved, while point 
“A” did not. (Fig. 5.) III. Point “B” 
moved as point “B” in Figure 7. IV. Con- 
sidering point I, the mandible moves as 
in Figure 3, on an axis. We have thus far 
witnessed the displacement of a material 
structure, the triangle. The intercondylar 
dimension (a straight line) has described a 
surface of revolution, to merely state a fact 
to convey the thought of “motion.” After 
three different bite relations have thus been 
analyzed, we are through with the triangle. 
Then the pyramid comes into the picture. 
The pyramid cannot “sidetrack” what is 
already past. I have no argument as to 
the spherical pyramid’s faces being com- 
prised of sectors. I have probably known 
that longer than Dr. Helmer, but I main- 
tain that that fact in nowise “sidetracks” 
the use of the triangle as a visible material 
evidence in the analysis. I could not very 
well begin with an imaginary form which 
cannot reveal the action. It had to be the 

,triangle. As for Dr. Helmer’s implication 
of another theory of spherical occlusion, I 
may say that I cannot accept an editorial 
opinion based on such a title. I would re- 
fer Dr. Helmer to THe JouRNAL for May, 


1920, and THe Journat for April, 1921, 
where appear papers by Dr. Monson and 
J. Leon Williams, respectively. If Dr. 
Helmer has correctly portrayed the theory 
advanced in the editorial in question, I can 
but say that it is absolutely wrong. My 
paper on “Balanced Occlusion” gives the 
reasons for this statement. 
C. W. Benson, 
1216 Medical Arts Bldg., 
Duluth, Minn 


INDIAN MARKET FOR DENTAL 
EQUIPMENT 

Considering its population, India is an 
extremely poor market for dental equip- 
ment and dental supplies of all kinds. Ow- 
ing to the fact that its population of 360,- 
000,000 has an extremely low average 
money income, estimated at not over $45 
per annum, approximately 80 per cent of 
which is spent on essential food and cloth- 
ing, there is little remaining for medical 
services of any description, and the great 
majority of the population, following their 
ancient custom, depend on treatment at the 
hands of the village physician in the case 
of dental troubles or any other physical 
ailment. 

It is among the Europeans, Anglo-In- 
dians, Parsees and westernized Indians that 
the potential clientele for the dentist is 
found, and it is estimated that the total 
population from which a modern dentist 
using up-to-date equipment and supplies 
may hope to draw his practice does not ex- 
ceed 1,000,000 persons. It is only in the 
large cities that high grade dental service 
is available, and there are not more than 
a dozen qualified dental surgeons in either 
Calcutta, with a population of 1,500,000, or 
Bombay, with a population of 1,250,000. 

Estimates place the total number of den- 
tists in India at not over 2,000 and the 
same estimates indicate that only about 15 
per cent of these possess qualifications as 
D.D.S. (American), L.D.S. or R.C.S. (Eng- 
lish) or D.E.D.P. (French). Of these quali- 
fied dentists, about fifty are American and 
British, the remaining being principally In- 
dians, both foreign and Indian trained, and 
a few Japanese. One of the criticisms fre- 
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quently heard from the medical authori- 
ties in India concerns the large number of 
unqualified persons practicing dentistry 
within the country, but this condition is 
dificult to remedy, as at present there is 
no legal requirement concerning qualifica- 
tions for the practice of dentistry. It is 
said that the Calcutta Dental College and 
Hospital annually graduates about twenty- 
five qualified practitioners, but large num- 
bers leave the college and commence the 
practice of dentistry long before their 
courses of training are completed. 

This situation contributes to some ex- 
tent to the disinclination of Indians in the 
low and medium income class to patronize 
dentists, as they distrust the unqualified 
men and cannot afford the prices charged 
by the Europe in and highly qualified In- 
dian dentists. The usual charge of Ameri- 
can or British dentist is Rs.32/- per visit, 
irrespective of the type of work performed. 

Efforts are being made to bring into op- 
eration an act to govern the practice of 
dentistry in India and the government has 
recently decided to establish a dental col- 
lege in Lahore. 

European and other first class dentists 
have fairly well equipped operating rooms 
with modern instruments and appliances. 
These dentists as a rule use American and 
British made dental appliances, which are 
considered the best in quality, but in many 
instances items of German manufacture 
are in use among them, owing to the rela- 
tively low prices at which they are avail- 
able and the satisfactory service that they 
give. Unqualified and cheap dentists do not 
have adequate equipment, their outfit con- 
sisting usually of a chair, a foot-operated 
machine and a few of the more necessary 
instruments. This equipment is usually of 
Japanese make or is second-hand German 
equipment purchased locally. 


SALES OUTLETS 


Dental supply houses, particularly those 
considered to be reliable and progressive, 
are extremely few. Trade reports indicate 
that there are altogether not more than 
four or five houses of any importance in 
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the principal cities of Bombay and Cal- 
cutta. These dental supply houses prepare 
periodical catalogs which are sent to lists 
of dentists throughout the country, selling 
at list. 

Besides direct sales, a great deal of 
equipment is disposed of through chemists 
and druggists throughout the country who 
carry small stocks of instruments and sup- 
plies. Dental supply houses usually give 
discounts of 10 to 15 per cent to these re- 
tail outlets on instruments, etc., and, on 
orders for chairs and larger equipment, 
their discount is as high as 25 per cent. 
These dental supply houses bid on govern- 
ment tenders and sell direct to the various 
hospitals, dental schools, etc. Many of the 
American and British dentists place their 
orders direct with manufacturers abroad. 


IMPORTS 


No customs statistics are available from 
which the annual value of imports of den- 
tal supplies and equipment may be ob- 
tained. Trade estimates by Calcutta dental 
supply houses place the total value of im- 
ports at between Rs.600,000/- and Rs.750,- 
000/- per annum. Estimates from the same 
sources indicate that the United Kingdom 
has most of this business, with Germany, 
United States and Japan following, in that 
order. 

Certain well known American lines are 
manufactured in England and exported 
from there to this country. It is reported 
locally that certain items supplied from 
Germany are manufactured there under 
American patents and supplied to the In- 
dian market in order to meet price competi- 
tion, which cannot be met with American 
made items. Export statistics of the United 
States indicate that the total value of den- 
tal instruments, supplies and equipment ex- 
ported to British India in 1933 amounted 
to less than.$3,000. 


IMPORT DUTY 


Dental and surgical instruments are as- 
sessed under item 77 of the Indian Import 
Tariff at a standard rate of duty of 30 per 
cent ad valorem. A preferential rate of 20 
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per cent ad valorem is assessed on products 
from the United Kingdom. 

Surgical instruments imported by a pas- 
senger as part of his personal baggage and 
in actual use by him in the practice of his 
profession are admitted duty free. 


PRICES AGAINST AMERICAN EQUIPMENT 


While catalogs of the dental supply 
houses list numerous American items, par- 
ticularly in instruments and supplies, it is 
said that little effort is made here by Amer- 
ican manufacturers to push their products. 
This is said to be particularly true of larger 
items of equipment. 

The decidedly higher prices of American 
manufacturers make it extremely difficult 
for them to compete with the lower priced 
products of other countries without con- 
siderable sales effort, and the present po- 
tential market is too small to make feasible 


the expenditure required for sales effort. 
An example of the great disparity in price 
is that of dental chairs. A well-known 
American chair sells in this market for 
Rs.1,000/- to Rs.1,500/-. The identical 
item manufactured in Germany sells for 
Rs.750/, while a duplicate of excellent pat- 
tern and good workmanship made in Ja- 
pan retails for Rs.250/-. It is readily ad- 
mitted by foreign and Indian dentists alike 
that they prefer American dental equip- 
ment, but they cannot afford to pay the dif- 
ference in price that obtains. 

This division has on file a copy of the 
Calcutta Dental Review, which has just 
begun publication and claims to be the only 
monthly magazine in the East devoted to 
dentistry and “allied subjects.” The other 
dental journal in this area is the /ndian 
Dental Journal, a quarterly —De partment 
of Commerce Bulletin. 


ANNOUNCEMENTS* 


CALENDAR OF MEETINGS 

American Dental Association, Oakland, 
Calif. 

Chicago Dental Society Midwinter 
Clinic, February 17-20. 

Dental Protective Association of the 
United States, Chicago, Ill., December 16. 

Five State Post Graduate Clinic (Mary- 
land, Delaware, Virginia, West Virginia 
and North Carolina), Washington, D. C., 
March 8-11. 

Greater New York December Meeting, 
New York City, December 2-6. 

International Dental Congress, Vienna, 
August 2-9. 

Philadelphia County Dental Society (in 
combination with Pennsylvania State Den- 
tal Society), Philadelphia, February 4-6. 

Southern Society of Orthodontists, Chat- 
tanooga, Tenn., January 27-29. 

Society for the Advancement of General 

*Announcements must be received by the 


fifth day of the month in order to be published 
in the forthcoming issue of THE JOURNAL. 
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Anesthesia in Dentistry, New York City, 
third Monday in February, April, October 
and December. 

District of Columbia at George Wash- 
ington University, Washington, D. C., sec- 
ond and fourth Tuesdays in each month 
from October to June, inclusive. 


STATE SOCIETIES 
February 
Minnesota, at St. Paul (25-27) 
Pennsylvania, at Philadelphia (4-6) 
April 
Alabama, at Birmingham (14-16) 
Connecticut, at Stamford (15-17) 
Kansas, at Salina (27-29) 
Louisiana, at Baton Rouge (26-28) 
Massachusetts, at Boston (28-May 1) 
Montana, at Butte (16-18) 
New Jersey, at Atlantic City (22-24) 
Wisconsin, at Milwaukee (21-23) 
May 
Illinois, at Peoria (12-14) 
Indiana, at Indianapolis (18-20) 
Maryland, at Baltimore (4-6) 
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Announcements 


New York, at New York City (12-15) 

Tennessee, at Memphis (11-13) 

West Virginia, at Fairmont (18-20) 
June 

Maine, at Portland (26-27) 


STATE BOARDS OF DENTAL 
EXAMINERS 

Colorado, June 23-27. David J. Tepley, 
807 Republic Bldg., Denver, Secretary. 

Iowa, at Iowa City, December 16-20. 
Hardy F. Pool, Mason City, Secretary. 

Minnesota, at Minneapolis, December 
13-19. Paul Hagen, Crookston, Secretary. 

New Jersey, December 2-7. John C. 
Forsyth, 140 W. State St., Trenton, Sec- 
retary. 

Pennsylvania, at Philadelphia and Pitts- 
burgh, December 3-7. W. A. McCready, 
Highland Bldg., Pittsburgh, Secretary. 

Rhode Island, at Providence, December 
3-5. Robert D. Wholey, State Office Bldg., 
Providence, Chief. 

South Dakota, at Sioux Falls. H. C. 
Whitney, Washington Springs, Secretary. 

Texas, at Houston, December 9-13. R. 
T. Weber, 1014 Norwood Bldg., Austin, 
Secretary. 

Wisconsin, at Milwaukee, December 9 
13. §. F. Donovan, Tomah, Secretary. 


ALABAMA DENTAL ASSOCIATION 
The sixty-seventh annual meeting of the 
Alabama Dental Association will be held 
in Birmingham, with headquarters at the 
Tutwiler Hotel, April 14-16. 
Hunter S. ALLEN, Secretary, 
Birmingham. 


LOUISIANA STATE DENTAL SOCIETY 
The next meeting of the Louisiana State 
Dental Society will be held April 26-28 at 
Baton Rouge. 
S. BERNHARD, Secretary, 
417 Medical Arts Bldg. 
Shreveport. 


MAINE DENTAL SOCIETY 
The seventy-first anniversary meeting of 
the Maine Dental Society will be held at 
the Eastland Hotel, Portland, June 26-27. 
Georce A, Secretary, 
31 Central St. 
Bangor. 
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MARYLAND STATE DENTAL 
ASSOCIATION 
The next annual meeting of the Mary- 
land State Dental Association will be held 
in Baltimore, May 4-6. 
F, Situ, President, 
Medical Arts Bldg. 
Baltimore. 
NEW JERSEY STATE DENTAL 
SOCIETY 
The next annual meeting of the New 
Jersey State Dental Society will be held 
in the Ambassador Hotel, Atlantic City, 
April 22-24. 
F, K. Heaze.ton, Secretary, 
223 E. Hanover St., 
Trenton. 
PENNSYLVANIA STATE DENTAL SO- 
CIETY AND THE PHILADELPHIA 
COUNTY DENTAL SOCIETY 
The combined annual meeting of the 
Pennsylvania State Dental Society and the 
Philadelphia County Dental Society will 
be held February 4-6 at the Benjamin 
Franklin Hotel, Philadelphia. 
ABRAM COHEN, Chairman of Publicity. 
WISCONSIN STATE DENTAL SOCIETY 
The next annual meeting of the Wiscon- 
sin State Dental Society will be held at 
the Milwaukee Auditorium, Milwaukee, 
April 21-23. 
E. E. Parkinson, Secretary, 
104 King St., Madison. 
SOUTH DAKOTA BOARD OF DENTAL 
EXAMINERS 
The next examination of the South Da- 
kota State Board of Dental Examiners will 
be held in Sioux Falls, January 6-9. For 
applications, instructions to candidates and 
other information, address 
H. C. Wuirtney, Secretary, 
Wessington Springs. 
FIVE STATE POST GRADUATE CLINIC 
The Five State Post Graduate Clinic, 
which includes Maryland, Delaware, Vir- 
ginia, West Virginia and North Carolina, 
will he held March 8-11 at the Wardman 
Park Hotel, Washington, D. C. 
Epmunp Chairman, 
Publicity Committee, 
1029 Vermont Ave. N. W., 
Washington, D. C. 
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SOUTHERN SOCIETY OF ORTHO- 
DONTISTS 
The meeting place of the fourteenth 
annual session of the Southern Society 
of Orthodontists has been changed from 
the Signal Mountain Hotel to the Patten 
Hotel, Chattanooga, Tenn. The dates are 
January 27-29. 
P. Woon, Jr., Secretary, 
442 W. Lafayette St., 
Tampa, Fla. 


ALPHA OMEGA FRATERNITY 
The twenty-eighth annual convention of 
the Alpha Omega Fraternity will take 
place at the Statler Hotel, Detroit, Mich., 
December 22-24. Reservations should be 
made direct to the Statler Hotel. By order 

of the Supreme Chancellor. 
ALVIN H. Berman, Supreme Scribe, 
1445 N. Gay St., 

Baltimore, Md. 


BD... 

Discussions: A speaker, wishing the ob- 
servations he has made during the course 
of a discussion to be published in the Trans- 
actions of the Congress, must send a writ- 
ten summary to the secretary before the 
end of the Congress. Only active or hon- 
orary members may give reports and com- 
munications, and take part in the discus- 
sions. Authors of original communications 
and demonstrations can be considered in 
the official program only if they have paid 
the subscription of an active member in 
due time (i. e., not later than when handing 
in the title of the work they wish to submit 
to the Congress). 

Publications: The Congress transactions 
will be published through the agency of 
the Organization Committee. They will be 
in two volumes. The first volume will 
contain the reports and will be published 
before the Congress. The second volume, 
containing the discussions of the reports, 
summaries of the demonstrations and other 
communications, will be published after the 
Congress, and will be sent to the active 
members of their National Committees. 
Only summaries of demonstrations and 
other communications will be published 
after the Congress, and will be sent to the 
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active members of their National Com- 
mittees. Only summaries of demonstra- 
tions and original communications can be 
accepted for publication. These summaries 
should be accompanied where possible by 
a reference to a full account of the matter 
treated therein, which has appeared in the 
professional journals within the last five 
years. It is intended that this second vol- 
ume shall constitute a summary of all im- 
portant new work which has been brought 
before the profession in this period. Only 
in exceptional cases may figures accompany 
these summaries, and then only a strictly 
limited number. The Committee on Or- 
ganization has priority of copyright over 
all communications and reports made to 
the Congress. Communications and reports 
made to the Congress can be published only 
in the professional journals after the pub- 
lication of the transactions, and must bear 
the words “Made to the Ninth Inter- 
national Dental Congress in Vienna, 1936, 
and Published in Its Transactions.” Works 
which cannot be published in their entirety 
in the transactions can be published in 
journals chosen by the author. In both 
cases, the Publication Committee will in- 
form the author of its decision before Dec. 


31, 1936. 


EDUCATIONAL REPRINT SERVICE OF 
THE CHICAGO DENTAL SOCIETY 
ANNOUNCES ITS THIRD SERIES 

The Educational Committee of the Chi- 
cago Dental Society announces that its 
third series of educational reprints will 
start December 1. The series will run 
from December, 1935 to July, 1936 inclu- 
sive, and will consist of eight illustrated 
educational articles, covering various phases 
of dental health, but principally stressing 
the benefits and economy to the patient of 
regular dental care. The subscription priv- 
ilege is open to all members of the Ameri- 
can Dental Association. The rates have 
been materially reduced this year and are 
well within the reach of all dentists. Ap- 
plication blanks can be obtained by address- 
ing the Educational Committee of the Chi- 
cago Dental Society, 30 N. Michigan 
Avenue, Chicago, III. 
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Announcements 


The 
DENTAL RELIEF FUND 


LL members of the American Dental Association have now 
received the usual supply of Christmas Seals. All members 
should have sent their checks for these Seals. Have you mailed 
yours? If not, lest you forget, write the check now. Do not wait 
until you finish reading this periodical. Do not wait until you 
finish this article, 


Write the Check Now 


And having attended to that detail, stop and consider the 
good this check will do. From now on, for always, that dollar or 
ten dollars you send will be working for the Fund and helping 
to make life less miserable for some unfortunate dentist. 

The Fund will soon be large enough, we hope, to make possible 
the payment of pensions or the establishment of a Home. It 
only needs the whole hearted support of all the members to make 
this dream come true. 


The Fund is now caririg for about twenty members who would 
be cold and hungry without this help. The sick are being cared 
for, the hungry are being fed and all are being made comfortable 
because of your generosity. Since the inception of the Fund, 
more than one hundred needy dentists have been helped. We 
wonder how many times they have said "Thank God for the Re- 
lief Fund and for the benevolence of the members that has made 
it possible." 


If you have not mailed that check, possibly you may, after 
reconsideration, make it a little larger. 


Dental Relief Fund Committee. 
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GOLD offers real protection to the patient and dependable service. 


The man who sanctions the use of substitutes gets just what he pays 
for and no more. Invariably his professional standing is endangered. 


DO NOT OVER-LOOK the fact that any difference in cost of gold 
and substitutes is more than offset by the actual value of the gold. 


Use GOLD— it pays 


Say DEE GOLD to your laboratory and dealer 


DEE & CO. 


55 EAST 
Mella ST. CHICAGO 
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MANUFACTURERS 


THE J. M. NEY COMPANY 


70 Elm St., Hartford, Conn. - 1843 Pittsfield Bidg., Chicago, Ill. 
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